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THE IDEAL CONTRACEPTIVE 


“the requirements for the 
ideal contraceptive are: 


First, harmlessness; there should not be any likelihood 
of any harm either to the husband or wife or future offspring 
resulting from its use. 


"Secondly, reliability; it should provide certain protection 
in nearly every instunce. 


Thirdly, acceptability; it should satisfy the individual needs of 
those who are to use it, which in turn depends on the method 
being simple and practical, inexpensive, aesthetically satisfactory, 
without interference with the spontaneity of the sexual act.'"' 


Stone, A.. The Prevention of Conception, in Fishbein, M., and Burgess, E. W.: 
Successful Marriage, Garden City, N.Y¥., Dowbledoy & Company, 1947, pp. 279-80. 
Stromme, W. B., and Rothnem, M. S.. Clinical Experience with a New Gel-Alone Method 
of Contraception, World Population Problems and Birth Control, 

Ann. New York Acad. Sc. 54:83! (May) 1952. 


. Hunter, G. W., Derner, C. 8., and Gillam, J. $.. A Method of Contraception 


Without Diaphragm — A Two-Year Investigation, World Population Problems and Birth Control, 
Ann. New York Acod. Sc. 54:825 (May) 1952. 
Talladega County Health Department, Alabama. Unpublished Dota, March 1952. 
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FOREWORD 

The Quarrerty Review or Surcery, Opsrerrics AND GYNECOLOGY provides a 
systematic plan, organized for the purpose of making available a concise and 
authoritative presentation of the current progress, trends, and attitudes in all 
branches of surgery and the surgical specialties. Compiled from every dependable 
source, this plan covers all state, national, and special journals as well as the bul- 
letins, reports, etc., of the clinics and hospitals. Presented briefly but without 
sacrificing essential detail, these highly significant data are further enhanced by 
comments of the members of the Editorial Board, based upon the summarizing of 
their own clinical experiences as well as those of other recognized authorities. All 
data of the Surgery Section of the magazine are classified and published under 
the following headings: 

1. Anesthesia and Analgesia 10. Abdominal Surgery 10--H. Pancreas 

2. Preoperative and Post- 10—A. Abdominal Wall 10—I. Spleen 

operative Therapy B. Hernia . Proctology 
3. Tumors . Peritoneum . Genito-urinary Surgery 

. Neurosurgery D. Stomach and 3. Gynecologic Surgery 
. Head and Neck Duodenum . Vascular Surgery 
. Plastic Surgery -E. Intestines 5. Orthopedic Surgery 
. Thyroid and Parathyroid F. Appendix . Traumatic Surgery 
. Thoracic Surgery G. Liver and Biliary . Miscellaneous 
. Breast Tract . Book Reviews 

The Quarrerty Review or OroRHINOLARYNGOLOGY AND BRONCHOESOPHAGOL- 
ocy and the Quarrerty Review or Opsrerrics GyNecoLocy, with their 
distinguished Editorial Boards headed by Chevalier L. Jackson and Edward A. 
Schumann, are incorporated in the QuarTeRLY Review or SurGcery, Ossrer- 
RICS AND GYNECOLOGY. 

It is believed that the above outline will assist the reader quickly to locate 
articles of current interest and will prove most helpful in making readily available 
the references necessary in the compilation of bibliographies on surgical subjects. 
Under each classification, immediately following the abstracts, there are published 
references to current articles not abstracted. Classifications for Otorhinolaryn- 
gology and Obstetrics are given in the special sections of this magazine devoted 
to these fields. 


A section entitled International Record of Surgery is included at the begin- 
ning of the Surgery Section containing advanced clinical and experimental reports. 
The suggestions and comments of our readers will be gratefully received. 
Henry N. Harkins, M.D., Deparlment of Surgery 

University of Washington, Seattle 5, Washington 


Published Quarterly by 
THE WASHINGTON INSTITUTE OF MEDICINE 
3801 CONNECTICUT AVE., N. W., WASHINGTON 8, D. Cc. 


Félix Marti Ibafiez, M.D. 
Director 
Editorial Offices Circulation Office Advertising Department 
196 East 62nd Street 3801 Connecticut Avenue N. W. 19!5 East 62nd Street 
New York 21, N. Y. Washington 8, D. C. and New York 21, N. Y. 
1914 East 62nd Street 
New York 21, N. Y. 
A cumulative cross reference index is included in the final issue of each volume. Subscription rate: 
1 year, $11.00; 3 years, $28.00. Copyright 1952 by Washington Institute of Medicine. Entered 
as second class matter at Washington, D. C., under the Act of March 3, 1879. Printed in U.S.A. 
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Including the International Record of Surgery 


The Present Status of Treatment of 
Fractures of the Shaft of the Femur 


H.R. McCarroll 


THE DEPARTMENT OF SURGERY, WASHINGTON UNIVERSITY SCHOOL OF MEDICINE, 


ST. LOUIS, MISSOURI 


In all branches of medicine and surgery scientific advancements follow year after 
year, yet it is seldom that such an advancement can be classified as startling or 
momentous in character. The problem of fractures of the shaft of the femur repre- 
sents no exception to this rule. The introduction and acceptance of intramedullary 
nailing in the treatment of such injuries may well be placed in this category. When 
it was first presented to American surgeons, near the close of the last world war, it 
appeared to be most radical and was accepted with considerable skepticism. Yet, 
time and experience have proven it to be sound and acceptable, both scientifically 
and economically, for selected cases of fractures of the femoral shaft. It, however, 
is no panacea for the treatment of all such fractures, and older, previously established 
therapeutic procedures still play an important role in the correct management of the. 
majority of these patients. This presentation will discuss the management of all 
types of femoral shaft fractures and attempt to rationalize types of treatment which 
may be considered acceptable. It is brief, and no attempt is made to discuss all 
types of treatment which have been reported—rather, an attempt is made to rational- 
ize the treatment in various age groups, using methods which are simple, generally 
understood and usually available to any surgeon charged with the responsibility of 
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treating such fractures. Intramedullary nailing is included in this discussion with 
consideration of the proper selection of cases and the operative technic. 

The treatment of diaphyseal fractures of the femur varies according to age of the 

patient as well as the type of fracture. In the very young patient, such fractures 
may occur at the time of delivery or with unavoidable accidents during the first 
few days or first few weeks of life. The newborn or very young infant invariably 
holds the hip in extreme flexion, and this position of the hip often results in ex- 
treme deformity at the site of the fracture. The position in utero, with the hip in 
extreme flexion, accounts for the persistent position of flexion during the first few 
days or first few weeks of life. Because of this, it is essential that this position be 
maintained during the healing period. Any attempt to treat the fracture with the 
extremity in the extended position simply results in a marked degree of angulation 
at the fracture site, with the flexed position of the proximal fragment being main- 
tained. The most satisfactory form of treatment, therefore, consists of Bryant's 
vertical traction, the suspension of both lower extremities from an overhead frame 
with the hips flexed to 90 degrees. A simple portable frame may be used or one 
attached to the infant's crib will serve the purpose. Skin traction will suffice and 
in a small infant one or two pounds for cach extremity will represent sufficient 
traction. Even this amount of weight will often keep the infant's buttocks elevated 
from the bed. A heavy callus will form within a few days and the traction need 
not be continued longer than a week or 10 days. At this time a unilateral hip spica 
is applied in which the hip is still kept in a position of 90 degrees flexion. The 
knee may also be flexed to 90 degrees which will facilitate the handling of the child. 
Cleanliness is not difficule to maintain in this position. Immobilization in the cast 
should be continued for three or four weeks or until adequate evidence of bony 
union has been proven by x-ray. This type of fracture in the young infant usually 
requires no more than six weeks immobilization. Anatomic alignment and _ re- 
duction of the fracture is difficule to obtain and is actually not important. If ap- 
proximate length can be restored, an excellent result can be assured. Even though 
marked angulation and marked mal-position of the fragments are present, realign- 
ment at the fracture site will result in an essentially normal appearance at the end 
of six months to one year. Extreme overriding of the fragments, resulting in marked 
shortening, however, cannot be expected to correct itself with further time. Be- 
cause of this, the use of overhead traction represents the most satisfactory form of 
treatment available. If by its use, approximate length can be restored and main- 
tained, normal alignment for the femur and an essentially normal extremity can 
be predicted. 

As the age and size of the patient increase, the type or method of treatment must 
be altered. The overhead suspension type of traction, known as Bryant's traction, 
can be used until the age of 4 or § years. Even after the child is too old for the use 
of Bryant's traction, skin traction applied with the extremity extended and sup- 
ported in a Thomas splint, may be safely used until the age of 5 or 6 years. Beyond 
this age, the resistance of the surrounding muscles is usually such that skin traction 
proves to be inadequate. In children of this age, the skin can hardly be expected 


to withstand traction of more than six or cight pounds. Beyond this age, greater 
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traction is required to reduce a displaced fracture of the femur and it then becomes 
necessary to use skeletal traction. This is best accomplished by the insertion of a 
wire through the lower end of the femur which then permits the application of 
any amount of traction required. Counter traction is obtained by elevation of the 
foot of the bed. The extremity is supported in a Thomas splint and the knee may 
be flexed by means of a Pearson attachment. Stiffness of the knee, however, is not a 
problem in childhood and it is perfectly safe to apply the traction with the knee 
in complete extension. This traction is continued until x-ray study reveals the 
presence of a fairly satisfactory callous mass. It is then discontinued and the ex- 
tremity is immobilized in a unilateral plaster spica. In a child 5 or 6 years of age, 


Fig. 1 A. Cleft) Fracture of shaft of femur treated by skeletal traction in which interposition of soft tissue 
prevents adequate reduction and apposition of fragments. B. (right) Eighteen months after open 
reduction, removal of interposed soft tissue and fixation by means of tibial bone graft. The tibial 
graft served for internal fixation of the fracture 


fixation in plaster will usually have to be continued until the end of approximately 
three months. At this time, bony union as shown by x-ray will usually permit 
unprotected weight bearing. This plan of treatment may be continued for any 
patient below the age of 16 or 18 years. Open reduction in this age group is prac- 
tically never required. The only possible exception could occur in a badly displaced 
fracture with wide separation of the fragments that cannot be corrected, in which 
interposition of soft tissue structures has occurred. With this possible complication 
excluded and with use of conservative treatment of this type, nonunion of the frac- 
ture occurs very rarely. Anatomical reduction is not necessary and it is only essential 
to re-establish leg length and fair apposition of the fragments in order to afford a 
satisfactory result in the majority of instances. 

Treatment of fractures of the shaft of the femur in the adult becomes a more serious 
and complicated problem and many forms of treatment have been advised and at- 
tempted. Over a period of many years, the simplest and most satisfactory form of 
treatment has consisted of the use of skeletal traction. It is maintained until sufficient 
callus has formed to prevent displacement of the fragments after the traction has 
been removed and a plaster spica has been applied. This type of treatment applies 
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to the transverse fracture as well as the long spiral or oblique fracture, has given 
the highest percentage of satisfactory results with the least amount of permanent 
disability in the extremity, and has required the shortest period of hospitalization. 
Stiffness of the knee is a frequent complication of fractures of the femoral shaft in 
the adult (Fig. 2F) and, in order to obviate this possibility, the traction is applied 
in such a way that active and passive exercise of the knee may be carried out during 
the period of traction. Exercise of the knee, of course, is not possible once the 
plaster cast has been applied and some stiffness of the knee not infrequently results. 
Exercise of the knee during the period of traction can best be accomplished by means 
of a balanced type of traction using a Thomas splint and a Pearson attachment for 
flexion and extension of the knee. 

There have been many strong advocates of early open reduction and plate fixation 
for treatment of fractures of the shaft of the femur. It should be remembered that 
any open reduction interferes with the blood supply of the bone fragments. This 
in turn retards the rate and amount of callous formation and in many instances can 
be responsible for delayed union or even nonunion. It has seemed reasonable to 
assume, therefore, that the most satisfactory form of treatment in years past has 
been the use of skeletal traction followed by plaster fixation. Skeletal traction will 
fail in a certain percentage of cases and in some instances it is impossible to obtain 
adequate apposition of the bone fragments (Fig. 1A). In the majority of such 
instances, interposition of soft tissue structures is responsible. This, of course, cannot 
be determined until after a trial with skeletal traction and this represents the initial 
step to be used. If accurate or adequate apposition of the fracture fragments is not 
possible after a period of two or three weeks, open reduction can still be carried out. 
When open reduction becomes necessary in this way, the fracture site is exposed 
through an anterolateral incision reflecting the belly of the vastus lateralis muscle 
anteriorly from the lateral intermuscular septum. A portion of the quadriceps 
muscle will usually be found interposed between the fracture fragments. This is 
removed, which permits accurate apposition of the bone ends. 

The question has always arisen as to the best means of postoperative internal 
fixation. The healing of any fracture is enhanced and accelerated by the use of an 
autogenous bone graft. Since the use of a cortical graft from the tibia serves as an 
excellent means of internal fixation (Fig. 1B), equally adequate to that of a metal 
plate, it has seemed more reasonable to use the tibial bone graft as the ideal means 
of internal fixation once open reduction of these fractures becomes necessary. Stimu- 
lation of osteogenesis is obtained simultaneously. Based on this logic, the author 
has never plated a fracture of the shaft of the femur. This may appear to be an 
immature statement, but the use of a tibial bone graft rather than a metal plate for 
fixation will materially reduce the incidence of nonunion. Once open reduction 
has become necessary and is performed, one should also use strips of cancellous 
bone removed from an iliac crest in addition to the cortical graft from the tibia. 
The presence of cancellous bone further increases the amount of callous formation, 
accelerates the healing and decreases the possibility of a nonunion. This plan of 
therapy has given satisfactory results and has been changed only during the past 
three years with the advent of the intramedullary nail. Skeletal traction is still 
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Fig. 2 A. (left) Double fracture of shaft of right femur which represents an ideal type for treatment by 
intramedullary fixation. 
B. (right) Comminuted fracture of shaft of left femur, sustained simultaneously in the same indi- 
vidual. This fracture was treated by skeletal traction and after five months shows unsatisfactory 
mower i union. An intramedullary nailing was performed at this time and strips of iliac bone 
were added. 


used for most of the spiral or oblique types and for the comminuted type of fracture 
in which the intramedullary nail is not applicable. 

In the transverse fracture of the shaft of the femur,*immediate open reduction 
and fixation by means of an intramedullary nail appears to be the procedure of 
choice (Fig. 2A). With the use of an intramedullary nail, active exercise of the 
extremity can be instituted almost immediately. No external fixation is required. 
The patient can be placed in a wheel chair within a few days and can be made am- 
bulatory with crutches after 10 to 14 days. Unless there are other complicating 


Fig. 2 C. (left) Anteroposterior and lateral views of right femur showing satisfactory bony union after 
24 months. 
D. (right) Anteroposterior and lateral views of left femur after 24 months showing satisfactory 
alignment and bony union. 
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factors, the patient can be made ambulatory and discharged from the hospital at the 
end of approximately two weeks, at which time he should be able to care for him- 
self. Intramedullary fixation does not increase the rate or degree of bone forma- 
tion (Figs. 2C and 2D). There may be some delay in obtaining complete union as 
a result of the open reduction but this complication is more than offset by the ad- 
vantages afforded with this type of treatment. The crutches should be continued 
until good bone union has been obtained. In the younger individual this may 
occur within three months. In other individuals, however, many months of pro- 
tected weight bearing will be required. Since open reduction is to be carried out 
in this type of treatment, it is also reasonable to reinforce the fracture site with 
strips of cancellous bone removed from an iliac crest at the time of the surgery. 
This will increase the rate of callous formation, decrease the time required for pro- 
tection by crutches and decrease still further the possibility of delayed or nonunion. 

As stated previously, this type of therapy is usually not applicable in the manage- 
ment of a spiral, oblique or a comminuted type of fracture. It has been used in 
some spiral and oblique types in which the two fragments are further supported 
and reinforced by means of two transfixing screws. It may be similarly used in a 
comminuted fracture with a large butterfly fragment. With this type of fracture 
in the younger adult patient, however, skeletal traction followed by plaster fixation 
may still stand as the procedure of choice. In those instances in which delayed or 
nonunion result, the use of an intramedullary nail can be used at the time of the 
application of the bone graft (Figs. 2B and 2C). The fragments are then rounded or 
supported by a surrounding mass of fibrous callous to such an extent that displace- 
ment and overriding will not occur so easily. 

The type of intramedullary nail to be used will vary with the individual surgeon. 
At the moment, four nails are used quite widely in this country; the Kiuntscher or 
cloverleaf type, the diamond shaped nail of Street, the three-flanged nail of Lottes, 
and the Rush pin. Good results can be obtained with any type if the surgeon masters 
the details of technic. The author has had experience only with the Lottes nail 
which is one of the simplest of all and which has proven to be satisfactory in all 
respects. The operative technic for open reduction and intramedullary fixation by 
means of the Lottes nail has been reported by Lottes but will be reviewed here for 
the benefit of those who have not had access to his article. 

The patient is placed on the operating table on the side with the fractured ex- 
tremity uppermost and with this hip and knee flexed at approximately 90 degrees. 
After the extremity has been prepared and draped, the fracture is exposed through a 
lateral incision in which the vastus lateralis muscle is dissected free from the lateral 
intermuscular septum and reflected anteriorly. The end of the proximal fragment 
is brought into view and the guide pin of the Lottes nail is then inserted through 
the medullary canal of the proximal fragment. This is driven through the trochan- 
teric portion of the proximal fragment and through the skin just above the tro- 
chanter. The sharp point of the guide pin is then removed and the tip of the nail 
which has been previously selected of the right diameter and length, is attached 
to the guide pin by means of the threads at its tip. .As the nail is driven into place 
the guide pin is retracted from below. A small incision approximately 34 inch in 
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Fig. 2 E. (left) Range of motion present in the right knee after 18 months. Primary intramedullary 
nailing and carly active motion maintained good motion in the knee. 
F. (right) Range of flexion present in the left knee after 18 months is limited to 30°. This resulted 
from peclenged inactivity associated with skeletal traction and plaster fixation. 


length is made in the skin at the point of exit of the guide pin in order to facilitate 
the entrance of the nail which is of larger diameter. The nail is driven through 
the proximal fragment until it appears at its distal end. The guide pin is then re- 
moved. Accurate reduction of the fracture is carried out by traction and manipu- 
lation after which the nail is driven into position through the medullary canal of 
the distal fragment. This will firmly anchor the two fragments in position as can 
be proven by movement and manipulation of the extremity. The position of the 
nail in the distal fragment is proven by x-ray at this time. While x-rays are being 
developed, the operative wound at the fracture site is closed. The driver is left 
attached to the nail above so that the nail may be inserted further or withdrawn 
according to the indications shown by the x-ray. This incision is then closed and 
the wounds are dressed. No external fixation is required. 

The Lottes nail is available in any desired length in variations of !y inch, with 
each available in diameters of 44, 7/16, and inch. The desired length and diameter 
of the nail must be determined in advance. The diameter is determined by actual 
measurement of the marrow cavity, on the film of the fractured femur, at its most 
narrow point. The length of the nail can best be determined from a film of the 
normal femur. If a single exposure full length x-ray is obtained on a large film, 
considerable distortion will result in an error in measurement. It is possible, how- 
ever, to use a 14 X 17 film placed diagonally beneatn the normal femur, then take 
two exposures with a small cone on the x-ray tube. The first exposure is made 
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directly over the trochanter and the second is made over the condyles. The over- 
all length of the femur can then be accurately determined. If this plan is not feasible, 
one may use small individual films for exposure at each point, placing a metal wire 
at any point on each film. The exact distance between the two wires is accurately 
measured at the time of exposure. This distance plus the distance between the wire 
and the tip of the trochanter on the proximal film, and between the wire and the 
point on the condyles in the lower film to which the nail should extend, represents 
the length of the nail to be used. 

The simplicity of this operative procedure, its abolishment of any postoperative 
fixation, the tremendous decrease in the period of hospitalization and inactivity, the 
improvement which it affords from an economic standpoint and the lack of residual 
stiffness in the adjacent knee joint, (figures 2E and 2F) have served to elevate this 
procedure to one of choice in the transverse fracture of the shaft of the femur to 
which it is applicable. It may be applied to any such fracture of the shaft of the 
femur which occurs in the portion of the shaft extending from a point 4 inches 
below the trochanter to a point within 4 inches of the femoral condyles. It is not 
within the scope of this discussion to include the treatment of pathologic fractures 
but it should be added that this procedure has been of great value in the treatment 
of these serious problems. Fractures occurring secondary to metastatic carcinoma, 
fractures occurring in conjunction with Paget's disease and those occurring in con- 
junction with benign bone lesions, such as fibrous dysplasia, can and should be 
managed in this way whenever possible. 
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ABSTRACTS 


ANESTHESIA AND ANALGESIA 


Evipal for Induction of Anesthesia. CHARLES L. BURSTELN, New York, N. Y. 
Anesthesiology 13:193-96, March 1952. 


A re-evaluation on the use of evipal sodium for induction of anesthesia has been 
made in 10,000 cases. Good results have been obtained by the intravenous in- 
jection of 10 ce. of a 4 per cent solution in adults 16 to 60 years of age. 

The main advantage of this procedure is the decrease in quantity and in severity 
of signs of respiratory vagal stimulation characterized by coughing, laryngeal 
spasm and bronchiolar constriction ordinarily observed with other short acting 
barbituric acid derivatives. 3 references.-Author’s abstract. 


73. Eleetrocardiographic Changes During Exrtubalion. A Study of Electrocardio- 
graphie Patterns During Endotracheal Anesthesia Including Those Seen During 
Intubation, Endotracheal Suction, and Particularly Extubalion. 3. GERARD 
CONVERSE, CHARLES M. LANDMESSER AND MEREL H. HARMEL, Albany, N. Y. 
Anesthesiology 13:163-68, March 1952. 


From an electrocardiographic study on 41 patients subjected to endotracheal 
anesthesia under various agents and combinations of agents, it was determined 
by the authors that endotracheal extubation, when performed with the avoidance 
of anoxia, can be safely done under light planes of anesthesia. Emphasizing 
gentleness of technic and the practice of hyperoxygenation of patients prior to 
any endotracheal manipulations, it is felt that cardiac safety is not sacrificed in 
an attempt to have patients immediately reactive upon termination of surgery 
by extubating them under extremely light planes of anesthesia. 7 references. 
1 table.—-Author’s abstract. 


74. Respiratory Patterns During Nitrous Oxide-Orygen-Ether Anesthesia, ROGER 
W. RIDLEY AND ALBERT FAULCONER, JR., Rochester, Minn. Anesthesiology 
13:119-29, March 1952. 


A method has been described for correlating the following variables during 
surgical anesthesia: ventilation rate, respiratory rate, tidal volume, respiratory 
gas analysis, electro-encephalographic level of anesthesia, and blood gas deter- 
minations including oxygen, ether, carbon dioxide content, carbon dioxide tension 
and pH. 

Changes in the ventilation rate, the respiratory rate and tidal volume in 13 
patients undergoing nitrous oxide-oxygen-ether anesthesia for major surgical 
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procedures are considered, It was observed that (a) the mean ventilation rate 
was 9.1 liters per minute with a range of the means from 6.7 to 11.5 liters per 
minute; (b) the respiratory rate consistently increased during the induction of 
anesthesia and frequently remained above 30 during maintenance. Rates above 
50 were commonly seen in electro-encephalographic levels 4, 5 and 6; and (e) 
the tidal volume decreased during induction, and during maintenance bore a 
reciprocal relation to the respiratory rate. Values for the tidal volume during 
deep anesthesia may be less than the anatomic dead space. This may occur in 
the absence of an excess carbon dioxide tension in the arterial blood indicating 
that alveolar ventilation still takes place despite the low tidal volume. 

Carbon dioxide stimulation was performed a total of 36 times. It was ob- 
served that (a) the mean increase in ventilation rate was 45 per cent; (b) this 
increase in ventilation rate was dependent upon an increase in both tidal volume 
and respiratory rate in 23 of the 36 observations; and (c) in electro-encephalo- 
graphic levels of anesthesia 3, 4 and 5, the increase in carbon dioxide tension and 
decrease in pH of the arterial blood were partially compensated for by increase 
in the ventilation rate, thus indicating that the respiratory center was still sensitive 
to carbon dioxide in these levels of anesthesia. 

Chin jerk was observed 3 times in this study. Twice it was accompanied by an 
elevated arterial carbon dioxide tension and once it was not. 4 references. 6 
figures. 1 table.-Author’s abstract. 


PREOPERATIVE AND POSTOPERATIVE THERAPY 


75. The Arteriosclerotic Patient as a Surgical Risk. G. a. Copprnc, Montreal, 
Canada, Canad. M. A. J. 66:217-19, March 1952. 


Although many of the risks of major surgical operations have been eliminated, 
there still remains a group of arterial accidents occurring during or following these 
procedures which it is felt can be avoided. These include hemiplegias, coronary 
thrombosis, aggravation of senile change, renal shutdown and, possibly, some cases 
of cardiac arrest. It is felt that arteriosclerotic narrowing of arteries as they 
occur in the four principal arterial beds (the cerebral, the retinal, the coronary 
and the renal circulations) is of great importance in this respect. 

In assessing the surgical risk in patients in whom arteriosclerosis may be antici- 
pated, the state of the circulation in these four beds should be carefully studied. 
It is essential, as well, to determine the minimal blood pressure level adequate to 
maintain sufficient circulation through these and to see that this pressure level is 
maintained during and following the operation. The determination of this critical 
level is easily arrived at by keeping an hourly blood pressure chart throughout 
the waking hours a day or two before operation. If the blood pressure is not allowed 
to fall below this level during, and for 24 hours after, the operation, it is believed 
that most of the arterial accidents referred to above can be prevented. Allow- 
ance must be made and especial surveillance exercised should notable functional 
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failure, due to arterial narrowing in any of the organs of the four principal arterial 
beds, have been found during the preoperative work-up. 

It is pointed out that the effects of anoxia, heavy sedation and anesthesia upon 
the body’s enzyme systems are similar, allowing for a summative effect of blood 
pressure falls and excessive or unduly prolonged medication. It is also suggested 
that absorption of degenerated protein substances from the site of operation may 
oceur giving rise to blood pressure falls many hours after the patient has left the 
operating room. 4 references.—Author’s abstract. 


76. Replacement of Gastric and Intestinal Fluid Losses in Surgery. A Preliminary 
Report. ROBERT BE. COOKE AND LAWRENCE G. CROWLEY, New Haven, Conn. 
New England J. Med. 246:637-41, Apr. 24, 1952. 


\ logical system of fluid therapy for surgical patients is briefly deseribed. This 
program consists of the supply of water, electrolyte, protein and calories in the 
amounts required for normal existence, In addition, abnormal losses from the 
gastro-intestinal tract obtained by suction or drainage are replaced concomitantly 


on a volume for volume basis by means of 2 prepared solutions. The solution 
used for gastric replacement contains an excess of chloride over sodium with 
17 mq. per liter of potassium. The solution used for intestinal, pancreatic and 
biliary losses contains an excess of sodium over chloride with 10 mEq. per liter 
of potassium. 

The review of 24 infant and adult surgical cases treated in this fashion revealed 
no obvious toxicity clinically or by laboratory means. All patients improved 
clinically or remained well. Disturbances in acid base balance were improved if 
present at the beginning of therapy or prevented by the use of these materials. 

Their ease of use represents an advantage for most surgical services over mix- 
tures which must be prepared by busy house officers. 7 references. 6 tables. 
Author's abstract. 


Excellent and simple.—J. H. F. 


The Use of ACTH and Corltisone in Surgery. WAMILTON BAXTER, CARL 
SCHILLER, JOHN M. WHITESIDE AND ROBERT FE. RANDALL, Montreal, Canada, 
Am. J. Surg. 83:374-78, March 1952. 


With the increasing use of cortisone and ACTH, it is felt that an interim evalua- 
tion of these drugs in surgery would be of value at this time. Their inhibitory 
effect on granulation tissue and wound healing has been well established in labora- 
tory animals. The authors present their own results in controlled studies of the 
effect. of these drugs on wound healing and grafting of homogeneous skin in man, 
and then summarize the more recent results obtained in burns and other surgical 
conditions. 

In man, wound healing while under the influence of ACTH shows a varied 
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response. The effective dose of ACTH differs widely because it may cause varying 
adrenal steroid output in different patients. Excretion studies showed no correla- 
tion between adrenal response and rate of healing. Where delay of healing oc- 
curred, the pattern of healing was unaltered. 

While some prolongation of the life of homografts has been obtained by the 
use of cortisone in rabbits, controlled studies have failed to show this accomplish- 
ment in man. 

In burns, varying reports have been made as to the effects of these hormones 
on burn shock, control of electrolyte and fluid balance, toxicity and fever and 
spread of infection. Where in the therapy of burns it is shown that the adrenals 
fail to respond, ACTH and cortisone may be indicated in certain extreme cases. 
In view of the high mortality of extensive burns, it would seem advisable to con- 
tinue animal experimentation and to use it only in carefully supervised studies 
on selected burn patients. 

Patients with frank pituitary-adrenocortical failure requiring Operation or those 
with acute or chronic deficiency may be carried through an emergency by adequate 
therapy. Promising results are being reported where delay of granulation tissue 
formation is desirable; as abdominal adhesions in experimental animals, non- 
suppurative tenosynovitis, tendonitis, bursitis, the shoulder-band syndrome and 
in the rapid mobilization of hands after operation for Dupuytren’s contracture. 
Its use in hypertrophic scars and keloids has been discouraging, to date. 

In closing, a warning is sounded about the masking of abdominal symptoms 
with this therapy, and the dangers of sudden cessation, and contraindications of 
its use in the presence of diabetes, Cushing's syndrome, acne, hypertension, osteo- 
porosis, nephritis, peptic ulcer, psychopaths and tuberculosis. 26 references. 
5 figures.—Author’s abstract. 


Regarding intestinal resections for postoperative adhesions, we have found hyaluroni- 
dase to be salisfactory-—and safer. J. F. 


TUMORS 


78. Extragenital (Mediastinal) Teratocarcinoma: Report of a Case. 5. GoorR- 
WITCH AND J. SOKOL, Los Angeles, Calif. J. Internat. Coll. Surgeons 17: 
343-53, March 1952. 


Approximately 362 cases of primary mediastinal teratoids including 6 chorioepi- 
theliomas were collected from the literature up to July 1951; at least 16 per cent 
were malignant and 8 per cent had metastasized. The average patient was a 
young adult of either sex except that all primary chorioepitheliomas were in males. 

The origin of extragenital teratoids is still not fully understood. According to 
Ewing, aberrant sex cells were the source; later, investigators are divided so that 
some still subscribe to the germinal origin, whereas others lean towards the somatic 
origin of these neoplasms. As to the origin of the primary mediastinal chorioepi- 
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theliomas, Ewing advanced the probability that they arose in teratoid tissue; 
according to Friedman and Moore, chorioepithelioma is an expression of tropho- 
blastic potency of embryonic cells. Hirsch explains the fact that extragenital 
chorioepithelioma is essentially a neoplasm of the male by assuming that tropho- 
blastic tissue constituting chorioepithelioma is a characteristic of mature germinal 
tissue of the male only. 

The case reported is that of a young male who presented himself with physical 
and x-ray findings of a mass and fluid in the right hemithorax. Downhill course 
was rapid, and death occurred one month Jater; an unusual complication was 
paraplegia 12 days antemortem. At autopsy the anterior mediastinum was re- 
placed by a tumor which was solid and cystic and which invaded the right lung 
and pleura; the metastases were to the mediastinal and retroperitoneal nodes, 
liver, erector spinae muscles and epidural space with cord compression. Micro- 
scopic examination revealed teratocarcinoma with chorioepitheliomatous foci. 

A diagnosis of extragenital teratocarcinoma is made on the basis of finding 
teratocarcinomatous elements in the extragenital neoplasm and normal architecture 
in the testes. Although the testes, which were normal on gross section, were not 
examined microscopically, evidence is submitted which suggests that this case is 
one of primary extragenital teratocarcinoma of the mediastinum. 46 references. 
1 figures. 2 tables.—-Author’s abstract. 


The Differentiation of Noninvasive and Invasive Carcinoma Arising in Inles- 
tinal Polyp. Desmoplastic Tumor Stroma, EDWIN BR. FISHER, Bethesda, Md., 
AND RUPERT B. TURNBULL, JR., Cleveland, Ohio. Cleveland Clin. Quart. 
19:62-66, April 1952. 


The therapy of carcinoma arising in intestinal polyp depends upon a coniplete 
pathologie diagnosis since certain carcinomas arising in polyp may be treated 
locally without minimizing the chances of cancer cure. 

In the classification of carcinoma arising in polyp, descriptive terms rather than 
numerical grades are employed. This offers a better understanding between 
surgeon and pathologist. Three types are recognized: (1) carcinoma in sila, in 
which the malignant change is limited to the glands of the polyp without dis- 
ruption of the basement membrane; (2) superficial carcinoma, in which there is 
invasion of the lamina propria of the polyp by the malignant tumor but the muscu- 
laris mucosa remains intact; (3) invasive carcinoma, which presents invasion of 
the muscularis mucosa with the neoplasm gaining access to submucosal lymphatic 
and vascular channels. 

The differentiation between the invasive type of carcinoma from the noninvasive 
type is most important, for upon such a differentiation frequently rests the de- 
cision as to whether radical or conservative therapy shall be undertaken. Often 
the detection of muscularis mucosa invasion cannot be made with certainty due 
to either lack of adequate tissue or technical difficulty encountered in the orienta- 
tion of the specimen. With complete cooperation between surgeon and pathologist 
these difficulties should be minimized. In addition a helpful histologic feature of 
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the invasive type has been the presence of a desmoplastic tumor stroma associated 
with invasive carcinoma. In reviewing 35 instances of carcinoma arising in polyp 
it was noted that those tumors demonstrating invasion of the muscularis mucosa 
were accompanied by this stromal change, whereas neoplasms classified as car- 
cinoma in silu or superficial carcinoma arising in polyp failed to exhibit such a 
stromal reaction. 2 references. 3 figures.— Author's abstract. 


80. Some Surgical Aspecls of Melanoma. 5. 4. eLtior, Vancouver, Bull, 
Vancouver M. A. 28:171-75, March 1952. 


In this article the author follows Allan’s classification of nevi and melanoma: 
(1) funetional or epidermal nevus; (2) common male or intradermal nevus; (3) 
compound nevus or a combination of the first two; and (4) juvenile melanoma. 

The malignant melanoma arises from the junctional nevus or the junctional 
portion of a compound lesion. 

Fifty six cases of melanoma proven by biopsy were analyzed; the commonest 
presenting symptoms were: (1) increase in size; (2) bleeding; (3) increase in pig- 
mentation; (4) raised lump or warty growth; (5) ulceration; (6) itchiness and (7) 
pain. 

The age incidence in each decade after 20 was fairly equal except for the 60 to 
69 year group where there was a marked increase. 

The location of the primary tumor revealed: head and neck, 21 cases; upper 
limb, 9 cases; trunk, Ll cases; lower limb, 15 cases. Most of those in the lower 
limb were on the foot, an uncommon site for the common mole. 

Twenty-one of the cases had glandular involvement when first seen; of these 
17 were dead at the time of review, 2 had failed to return for follow-up, 2 were 
known to be alive, but both these were known to have distant metastases. 

The treatment in this group of 56 cases varied so greatly that no definite con- 
clusions as to therapy could be drawn from this small series. 

Only 21 cases were followed for five years or more, with 14 deaths, giving a 
five year survival rate of 33 per cent. 

The treatment recommended was wide surgical excision. If the primary lesion 
was adjacent to the lymph drainage area, then wide surgical excision and radical 
gland dissection in continuity was recommended. If the primary lesion was 
distant and had glandular involvement, then disarticulation plus radical gland 
dissection was suggested. Irradiation was considered to be of very little value. 
6 tables. Author's abstract. 


HEAD AND NECK 

81. Sequelae of Seplal Surgery. CARL B. SPUTH, JR. AND CARL B. SPUTH, SR., 
Indianapolis, Ind. Eye, Ear, Nose & Throat Monthly 37:34-36, January 
1952. 


There has been much dissatisfaction with the results of septal surgery. One 
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of the chief reasons for this are the sequelae which often follow such surgery. 
These are: (1) perforation, (2) depression or saddling of the dorsum, (3) synechiae, 
(4) thickened septum, (5) flaccid septum, (6) atrophy of the mucous membrane, 
(7) anosmia, (8) localized areas of scar tissue formation, (9) depressed nasal tip 
and retracted columella, (10) allergic rhinitis, (11) polypoid hyperplasia of the 
mucous membrane, and (12) tumor at the line of incision, 

For the most part these sequelae can be prevented. Patients should be care- 
fully selected, and allergic, endocrine, and emotional disturbances should be 
eliminated before surgery. 

During surgery these sequelae can be prevented by avoiding mutilation of the 
mucous membrane, and by replacing cartilage and bone which has been removed. 
The cartilage and bone should be replaced in its original position between the 
septal flaps. The cartilage of the candal end and of the dorsum of the septum 
may need to be replaced and held in position by sutures. The use of cod liver 
oil packs will prevent adhesions and promote healing. 

Thus, by following these above principles of septal surgery as outlined by Dr. 
M. Cottle of Chicago, the end results will be much better, and many of the sequelae 
will be prevented. 7 references. Author's abstract. 


The authors discuss in delail the various sequelae which may cause dissatisfaction 
following surgery to the nasal septum. They describe the usual procedures to avoid 
these sequelae. Ed. 


THYROID AND PARATHYROID 


82. Trealment of Carcinoma of the Thyroid with Special Reference lo Use of Radio- 
aclive lodine. GeorGe CRILE, JR., Cleveland, Ohio. Cleveland Clin. Quart. 
19:1-5, January 1952. 


Radioactive iodine is least effective in the undifferentiated and highly malignant 
types of carcinoma of the thyroid in which it is most needed; it is most effective in 
well differentiated, colloid forming carcinomas of low malignancy, the majority 
of which are amenable to cure by surgical removal. 

The usefulness of I in the treatment of carcinoma of the thyroid is limited to 
the small group of carcinomas of low malignancy which have metastasized or 
extended beyond the scope of surgical removal. 

Roentgen therapy is of little value in the well differentiated carcinomas of low 
malignancy and should not be given prophylactically to prevent the recurrence of 
tumors which apparently have been excised completely. 

In undifferentiated cancers of high malignancy neither operation nor treatment 
with radioactive iodine are of much value. Although not often effective, roentgen 
therapy should be given a trial. 

Even the most radical operations performed within a few weeks or months of 
the onset of undifferentiated carcinomas of the thyroid have failed consistently 
to effect cures. 
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Papillary carcinomas which are of a low order of malignancy and which, for- 
tunately, are the most common type of carcinoma of the thyroid, are almost 
always amenable to surgical cure provided the initial operation on the thyroid is 
thorough and complete. 

Since it is clinically impossible to distinguish between a benign, solitary adenoma 
and a low grade carcinoma of the thyroid, discrete adenomas should be removed 
completely by excising the entire lobe on the affected side. 

Thorough and complete removal of thyroid carcinomas and their regional 
metastases is the safest and most dependable treatment now available. 

Inoperable recurrences or metastases of well differentiated, colloid-forming 
cancers of the thyroid may be amenable to control by [I'*'. 1 reference.— Author's 
abstract. 


With the current vogue and popular demand for the nonsurgical methods in treating 
carcinoma, and the popular appeal of the radioactive isotopes, the author has done an 
excellent piece of work in emphasizing the fact that radioactive todine is actually of 
value in a relatively small percentage of the carcinomas of the thyroid, and that these 
carcinomas are of low malignancy and particularly amenable to surgical removal. 
The author again emphasizes the marked difference in prognosis between the un- 
differentiated carcinomas of high malignancy, and the low five-year survival rale, as 
contrasted with the long expectancy and excellent survival rates oblained in the papillary 
carcinomas of low malignaney.— Ed. 


BREAST 


83. Recognition and Trealment of Aberrant Breast Tissue, with Report of Cases. 
JOSEPH M. ROBERTS, Portland, Ore. West. J. Surg. 60:175-79, April 1952. 


In the 6 cases of aberrant breast tissue reported, 4 were in the axillary region; 
the lump was palpable and in most cases painful. In 1 case it was noted that the 
pain was intensified at the time of menstruation, and in another that the swelling 
enlarged at the time of menstruation. In 1 case the swelling was first noted after 
the first pregnancy, but did not become painful until after the second pregnancy. 
In three of the four axillary tumors reported, the swelling had been overlooked 
by the examining physician. With the patient in the supine position, the swelling 
may tend to retract; an axillary swelling is more obvious if the patient is standing 
or sitting down with both breasts exposed and the arms abducted. Aberrant 
breast tissue may be the site of either malignant or benign tumor; for this reason 
and because of the discomfort and pain it causes, surgical excision is indicated. 
Examination of the aberrant breast tissue removed in the author's cases showed 
lobular hyperplasia in 2 cases, noncystic in 1 case and cystic in the other; cuboidal 
epithelium with evidence of duplication in 1 case; and a hemangioma with breast 
tissue near the central portion in | case. In the 2 cases in which the aberrant 
breast tissue was not in the axilla but above the breast, the aberrant tissue was 
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in the core of a lipoma in | case, and was surrounded by neutral yellow fat in the 
other case. A review of the literature indicated that aberrant breast tissue occurs 
more frequently in the Japanese and Chinese than in the Caucasian race. Re- 
tention of secretion and the resulting irritation may be a factor in the causation 
of either cystic mastitis or carcinoma. 12 references. 1 table. 7 figures. 


ABDOMINAL SURGERY 


81. Carcinoma of the Right Colon. BenrLEY Pp. CoLcock, Boston, Mass. New 
England J. Med. 246:391-96, Mar. 13, 1952. 


This study is based on 242 patients who were operated on for carcinoma of the 
right colon between 1930 and 1950. It includes patients who had carcinoma of 
the cecum, ascending colon, and hepatic flexure. This represents approximately 
12.76 per cent of all patients who had cancer of the colon or rectum, Carcinoma 
at any point in the ascending colon, including the hepatic flexure, may be grouped 


with carcinoma of the cecum, for all of these lesions tend to metastasize to lymph 
nodes along the ileocolic artery, and a wide resection of the right colon and terminal 
ileum is indicated for any malignant lesion in this segment of the large bowel. 

The sex ratio was approximately equal in this group of patients who had car- 
cinoma of the right colon. Their ages ranged from 27 to 91 years. Pain was the 
most common symptom and occurred in 55.6 per cent of the 169 patients for 
whom accurate data were available. In 53 patients, or 31.4 per cent, pain was the 
only symptom present at the time the diagnosis was made, It would seem that 
more significance must be attached to the single symptom of persisting abdominal 
pain or discomfort. More of the patients with abdominal pain or distress must 
be submitted to a barium enema examination without waiting for a change in 
bowel habits, the presence of blood in the stools or the development of a mass 
in the right side if the number of patients is to be increased in whom an early 
diagnosis of carcinoma of the right colon can be made. Change in bowel habit 
was the next most common symptom and was reported by 62 patients or 36.7 
per cent. Loss of weight and anemia constituted the third most common symptom 
and occurred in 56 patients or 33.1 per cent. In 19 patients or 11.2 per cent of the 
entire group, loss of weight and anemia were the only symptoms present. 
This emphasizes again that an asymptomatic carcinoma of the right colon should 
always be ruled out in any patient who has an unexplained anemia. 

Resection of the growth was carried out in 202 patients or 83.5 per cent of the 
entire group of 242 patients, and in 142 patients or 70.3 per cent of the resected 
group the growth was removed by the modified Mikulicz type of resection. How- 
ever, of the last 50 patients in this series, 44 patients had a resection of their 
growth and all 44 had a one stage resection and primary anastomosis. The mor- 
tality following resection was 10.4 per cent for the entire group of 202 patients 
and of the last 100 patients, which represents approximately one half of those who 
had a resection, the mortality rate was 3 per cent. The five year survival rate was 
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50.5 per cent for the entire group and 26.8 per cent for those patients who had 
shown metastases to the mesenteric lymph nodes of the resected specimen. 


Elderly patients withstand resection of the right colon for malignant disease 
reasonably well. 


Carcinoma of the right colon should be suspected in any middle aged man or 
woman who has persistent right sided abdominal distress or pain, even though 
there are no associated gastrointestinal symptoms. It should always be suspected 
in any patient who has an unexplained anemia. 

Local fixation of the growth at the time of operation does not necessarily mean 

g 
a poor prognosis. 8 references. 8 tables. 4 figures. Author's abstract. 


85. Nonpenetraling Abdominal Trauma with Special Reference to Lesions of the 
Duodenum and Pancreas. WUWAAAM L. ESTES, JR., T. L. BOWMAN AND P. 
mMEILICKE, Bethlehem, Pa. Am. J. Surg. 83:434-52, March 1952. 


Until full and more general use of modern therapy consisting of multiple simul- 
taneous transfusions, arterial transfusion and the better treatment of shock and 
antibiotics, a high mortality from nonpenetrating abdominal trauma can be antici- 
pated particularly in the patient with multiple major injury. 

With multiple concomitant injury particularly in the comatose patient, evidence 
of an abdominal emergency may be difficult to evaluate. 

Constant supervision of the critically ill patient with repeated thorough ab- 
dominal examination at 15 to 30 minute intervals is imperative. Particularly 
with patients in shock latent intervals of indeterminate signs may rapidly change 
to characteristic evidence of acute abdominal lesion as improvement from treat- 
ment takes place. 

Retroperitoneal rupture of the duodenum may be suspected when, with symp- 
toms and signs of abdominal perforation, gas can be demonstrated to outline 
the right psoas muscle or to be present as multiple small globules in the retro- 
peritoneal tissues or about the right kidney. 

At operation, crepitation beneath the right upper posterior peritoneum, a 
yellow or yellow-brown discoloration of this peritoneum or a peculiar colored 
(gray-black or bile-stained) hematoma in the ascending colon mesentery, should 
raise suspicion of a retroperitoneal rupture of the duodenum. If the posterior 
peritoneum is torn, the peritoneal fluid may be bile stained. 

Not only mobilization of duodenum and colon but also division of gastrocolie 
omentum may be necessary for full exposure of ruptures involving distal half of 
the duodenum. 

Lesions of the pancreas from a nonpenetrating trauma may be either contusion, 
laceration or complete rupture. They are not infrequently accompanied by other 
major intra-abdominal trauma and have a high mortality. 

Mild trauma or contusion of the pancreas may result in hematoma and be 
complicated by the development of pseudocysts. Persistent pain after mild 
abdominal trauma should suggest possibility of pancreatic lesion and the likeli- 
hood of a pancreatic cyst appearing. 
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Hematoma of the head of the pancreas may have associated complications 
involving gallbladder and duodenum. 

Treatment of pseudocysts of pancreas resulting from trauma may be compli- 
cated by pancreatic fistula when partial or complete obstruction of the main 
pancreatic duct is present. Hence, excision of the cyst with or without partial 
pancreatectomy, cyst gastrostomy or cyst jejunostomy is the treatment of choice. 
23 references. 7 figures. 1 table.-Author’s abstract. 


HERNIA 


86. Femoral Hernia. Operative Cases of the Johns Hopkins Hospital During a 
Twenty-One Year Period. amos Koontz, Baltimore, Md. Arch. Surg. 
64:298-306, March 1952. 


It was surprising to find that over a 21 year period only 139 cases of femoral 
hernia were operated upon in the Johns Hopkins Hospital. This is in line, however, 
with a similar series of cases reported about ten years ago by Dr. Roy D. McClure 
from the Henry Ford Hospital. In the Johns Hopkins series there was | operation 
for femoral hernia for every 2,277 admissions. This indicates the relative rarity 
of this type of hernia. Statistical data with regard to the cases are presented, 
Evidence is presented that the recurrence rate may be higher than is generally 
supposed. Various methods of repair are discussed. 

A review of the literature shows that approximately one-third the cases operated 
on for femoral hernia are strangulated. The mortality rate in the strangulated cases 
varies from 10 per cent to 50 per cent in the various reports. 

There is very little difference in the results obtained from the femoral or the 
inguinal approach. 23 references. 4 tables..-Author’s abstract. 


87. Trauma—A Factor in Inguinal Hernia. With a Brief Descriplion of a New 
Method of Repair. NICHOLS, Portland,Ore. Am. J. Surg. 83:391-95, 
March 1952. 


Cases are presented showing that trauma may unquestionably produce hernia. 
The factors causing hernia—anatomic weakness in the inguinal region and intra- 
abdominal-pressure—are discussed in detail, as well as the physiology of the inguinal 
canal. There is a brief discussion on treatment and a description of the author's 
method of reconstruction of the internal ring using the cremaster to form a new 
sphincter. 

The cremaster at its origin is often as large as a lead pencil. In this technic it is 
used as a transplanted muscle, wrapping it around the cord to form a new internal 
ring. A blunt hemostat is passed through the internal oblique from above downward, 
the distal end of the cremaster is grasped and drawn up through the internal 
oblique muscle, and it is fastened here as tightly as seems appropriate to maintain 
tissue vitality. 6 references. 8 figures.— Author's abstract. 
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88. Repair of Inguinal Hernia with Fascia Sutures. nopert C. AUSTIN AND 
EUGENE F. DAMSTRA, Dayton, Ohio. J. Internat. Col. Surgeons 17:269-85, 
March 1952. 


Of 970 inguinal herniorrhaphies performed on 823 private patients (757 male 
and 66 female) during the eleven years 1938 to 1948 inclusive, 708 were unilateral 
and 262 bilateral (160 done in one stage and 102 in two stages). 

Autologous fascia sutures trimmed from the margins of the incised aponeurosis 
of the external oblique muscle were used in 798 herniorrhaphies, fascia lata sutures 
in 79, and nonviable sutures in 93. 

Of the 886 primary herniorrhaphies, 787 were done with autologous sutures, 
17 with fascia lata sutures, and 82 with nonviable sutures. In the secondary 
group of 84 herniorrhaphies, autologous sutures were used in 11 cases, fascia lata 
sutures in 62 cases, and nonviable sutures in 11 cases. 

Because of war conditions during the period covered by this study, it was im- 
possible to trace 328 of the patients. Cures were achieved in 612 of those traced, 
and there were 30 recurrences. In the primary group of traced cases, 18 hernias 
(3.5 per cent) recurred after repair with viable sutures, and | (1.7 per cent) after 
repair with nonviable sutures. In the secondary group, 10 hernias (17.0 per cent) 
recurred after repair with viable sutures, and 1 (14.3 per cent) after repair with 
nonviable sutures. The majority of the recurrences developed within the first 
postoperative year, and none developed after the fifth year. 

Nonviable sutures usually were employed for repair of congenital hernias in 
children, for mild uncomplicated hernias in adults, for emergency repair of in- 
sarcerated or strangulated hernias in which speed was essential, and for aged 
patients, 

Autologous sutures were preferred in primary cases, except when the tissues 
were weakened by pressure of a large hernia or a truss, or when the aponeurosis 
could have been closed only under tension after separation of sutures. For second- 
ary repairs, fascia lata sutures usually were preferred. 

A general survey of this series of cases illustrates the progressive character of 
inguinal hernia—-the increase with age in direct and combined hernias, in in- 
varcerated and strangulated hernias, in secondary repairs, in bilateral hernias, 
and in the number of recurrences. The findings emphasize the desirability of 
early repair while the tissues are resilient and healing ability is greatest. 

One of the most serious problems is early recognition and adequate treatment 
of recurrence-prone patients. This is illustrated by an analysis of 12 cases in 
which 53 herniorrhaphies (19 unilateral and 34 bilateral) were performed (28 by 
other surgeons and 25 by us), with 37 recurrences, 14 cures, and end results un- 
known in 2 cases. 

Probably an inferior surgical technic is responsible for many recurrences. If 
the parietal laminae are undamaged, a secondary repair with fascia sutures usually 
suffices. When the integrity of the fascia structures is impaired, however, either 
a flap of rectus fascia or a fascia lata graft may be considered, but we recommend 
a Cooper's ligament herniorrhaphy. If the transversalis fascia is defective or 
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absent, the external oblique aponeurosis may be attached to Cooper's ligament, 
For combined inguinal and femoral hernias or when the inguinal ligament is 
defective, a Cooper's ligament herniorrhaphy is the operation of choice. 

Essentially, our routine technic consists of incision through the aponeurosis and 
separation of three autologous sutures from the margins of the fascia flaps. The 
cord is reduced to minimum size. The sac is twisted and ligated as high as possible. 
The transversalis fascia is freed from the peritoneum, and sutured to the shelving 
edge of the inguinal ligament with cotton, reinforced by autologous sutures. The 
aponeurosis is closed under the cord with cotton and fascia sutures. When neces- 
sary, fascia lata sutures are substituted for autologous sutures. 

We believe that the good results in our series of cases demonstrates the effec- 
tiveness of the fascia suture technic. These sutures are incorporated into the 
parietal layers, and not only lend mechanical support, but become a living part 
of the repair. 2 figures. 6 tables.— Author's abstract. 


STOMACH AND DUODENUM 


89.  WVagolomy in the Treatment of Gastrojejunal Ulceration. A Postoperative 
Clinical and Laboratory Study. WALTMAN WALTERS, JAMES T. PRIESTLEY AND 
HIRAM H. BELDING 1, Rochester, Minn. J. A. M. A. 148:803-08, Mar. 8, 
1952. 


The clinical features and the immediate postoperative results have been studied in 


118 cases of gastrojejunal ulcer and 4 cases of gastroduodenal ulcer in which vagot- 
omy has been performed at the Mayo Clinic from 1945 to January 1951. Results 
have been determined from one to five years after operation by re-examination and 
laboratory studies in 13 of these cases and from questionnaires in 84, 

In 41 of the 97 cases in which follow-up data were available gastrojejunal ulcera- 
tion had occurred after gastroenterostomy and in 53 after gastric resection. Gastro- 
duodenal ulcer occurred after Billroth T resection in 3 cases. 

Symptoms of gastrojejunal uleer which were severe enough to warrant further 
surgery had developed after gastroenterostomy in an average of 9.3 years and after 
gastric resection in an average of 3.3 years. Thus, in order to include most of the 
recurrences, follow-up periods should differ for the 2 types of gastrojejunal ulceration. 

The preoperative roentgenologic diagnosis of gastrojejunal ulcer was found to be 
correct in 67.2 per cent of cases in which the transabdominal approach was used at 
operation. 

The over-all correlation of results of insulin tests with clinical results was excellent 
in 75 per cent of all cases studied. However, in the cases in which ulcer recurrence 
was proved, correlation of the results of insulin tests with clinical results was very 
poor. This indicates that the insulin test is a poor index of recurrent ulceration. 

One to five years after vagotomy alone for gastrojejunal ulcer after gastro- 
enterostomy, 61.7 per cent of the 34 patients so treated had obtained excellent 
results, 12.8 per cent had symptoms of ulcer, 2.9 per cent had required further 
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operation and 22.5 per cent had persistent disturbances of motility. One to five 
years after vagotomy alone for gastrojejunal ulcer after gastric resection, 66.7 per 
cent of the 48 patients so treated had excellent results, 12.5 per cent had recurrent 
symptoms of ulcer, 8.3 per cent had required further operation and 25 per cent had 
persistent disturbances of motility. 

The best results obtained in the use of vagotomy have been in cases in which gas- 
trojejunal ulceration developed after partial gastrectomy. In contrast, the results 
obtained by re-resection in such cases are not satisfactory. On the other hand for 
gastrojejunal ulcer developing after gastroenterostomy, partial gastrectomy with 
removal of the gastroenteric stoma and gastrojejunal ulcer have given results 
superior to those obtained from vagotomy. 

There is little evidence in this series that the results after transthoracic vagotomy 
differ from those after transabdominal vagotomy. 9 references. 5 tables. Author's 
abstract. 


These studies are of dislinet help in evaluating the role of vagotomy in the manage- 
ment of peplic ulcers. J. M. W. 


90. Functional Obstruction of Efferent Loop of Jejunum Following Partial Gas- 
lreclomy. Koss GoLDEN, New York, N. Y. J. A. M. A. 148:721-24, Mar. 1, 


1952. 


A functional obstruction of the efferent loop of the jejunum resulting from spasm 
occurs in a small percentage of cases following partial gastrectomy. The symptoms, 
epigastric fullness, nausea and vomiting, begin in the great majority of cases during 
the second postoperative week. They disappear spontaneously in from a few days 
in the majority, to two to three weeks in the minority of cases. Roentgen examina- 
tion discloses spasm of the efferent Joop of the jejunum when the symptoms are 
present, with delay in emptying of the stomach pouch. After the symptoms dis- 
appear, the caliber of the efferent loop is essentially normal. The spasm of the 
efferent loop is apparently due to a localized temporary disturbance in muscle 
function resulting from the necessary surgical trauma to the jejunum in making 
the anastomosis. This syndrome appears to develop less frequently following pro- 
cedures requiring a shorter, than in those requiring a longer, incision in the jejunal 
wall. 6 references. 4 figures._Author’s abstract. 


This is a very interesting observation and is deserving of further sludy._J. M. W. 


APPENDIX 


91. Acute Myelogenous Leukemia Simulating Acule Appendicitis. CHAREST 
AND C. LAWRENCE HOLT, Biddeford, Me. J. Internat. Coll. Surgeons 17 445 -48, 
April 1952. 


An interesting and previously unreported manifestation of acute myelogenous 
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leukemia, simulating acute appendicitis by pain in the right lower quadrant of the 

abdomen, is presented. The temporary improvement that occurred as a result of 

ACTH therapy was striking. It was hoped that the condition itself might change 

to a chronic form of leukemia, but this did not take place. 22 references. | figure. 

92. The Problem of Appendicitis. A Comparative Analysis of 6,427 Conseculive 
Appendectomies Performed from 1940 to 1949 in Philadelphia and Vienna. 
JOSEPH J. TOLAND, JR., Philadelphia, Pa. In collaboration with LEopoLp 
SCHOENBAUER, Vienna, Austria. J. Internat. Coll. Surgeons 17:432-38, April 
1952 


An attempt is made to compare all consecutive appendectomies performed in a 
ten year period in Vienna, and Philadelphia. 

There was a conspicuous difference between the incidence of chronic and acute 
appendicitis in the two cities. The authors stress the necessity of further study to 
uncover the reason for the greater frequency of appendicitis in the United States 
as compared with Europe, and express the hope that closer international scientific 
cooperation will be fruitful in all fields of medicine. 20 references. 6 tables. 


LIVER AND BILIARY TRACT 


93. A Method for Quick Mobilization of the Intrapancreatic Portion of the Common 
Bile Duet. Louts ep. Goop, Texarkana, Arkansas-Texas and PHILIP PEM- 
BERTON, Little Rock, Ark. J. Internat. Coll. Surgeons 177:321-27, March 
1952. 


The author presents a method for quick mobilization of the intrapancreatic por- 
tion of the common bile duct which, in his opinion, will lessen the danger of injury 
to the portal vein and thus decrease the hazards of operation. The procedure con- 
sists of five steps, the technic of each being explained in some detail. 5 references. 
8 figures. Author's abstract. 


94. Spontaneous Cholecystoduodenostomy. Report of A Case of Long Standing. 
I. R. JANKELSON AND J. J. O'CONNER, Boston, Mass. Am. J. Digest. Dis. 10:66— 
68, March 1952. 


Cholecystoduodenostomy, either postoperative or spontaneous, is attended by 
the danger of an ascending cholangio-hepatitis. Because of this danger surgical 
repair of spontaneous fistulae is generally urged. 

The following case report (from Boston City Hospital Out-Patient Department) 
is presented because, from clinical evidence, the long duration of the lesion is 
known, and careful studies of liver function indicate very mild liver dysfunction. 

A 63 year old white widow was well until LO years ago when she developed a very 
severe colic pain. A subcue was administered, and a diagnosis of cholelithiasis was 
made. Since then she has had 3 or 4 severe attacks of epigastric pain, none as severe 
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as the original one. There was no history of jaundice, clay colored stools or dark 
urine with these episodes. She has also had discomfort, bloating and belching. Her 
physical examination was essentially negative. X-ray examination revealed a fistu- 
lous tract between the duodenum and a contracted gallbladder showing also filling 
of the cystic and common duct, as well as biliary radicles within the liver. The 
liver function tests done at 8 month intervals showed minimal liver dysfunction. 
Despite the 10 year duration of this fistulous tract she remained relatively well 
and showed minimal liver involvement. Nevertheless, we feel surgical repair is the 
procedure of choice. We do not advise waiting for spontaneous closure, which occurs 
rarely, for fear that an ascending cholangio-hepatitis may develop. 4 references. 
~ Author's abstract. 


J. BLP. 


This lesion is more common than it is reported to be. 


95.  “Pheniodol” Excretion: Observations on the Urine of Patients with Hepatic Dis- 
ease. ©. R. B. BLACKBURN, H. L. WEBSTER AND D. KERR GRANT, Sydney, Aus- 
tralia. Med. J. Australia 7:321-25, Mar. 8, 1952. 


Two normal subjects and 3 patients with liver disease were administered a-phe- 
nyl-S (4-hydroxy-2:5-diiodophenyl) propionic acid (“Pheniodol”’) in the dosage 
commonly used for cholecystography. The excretion of the compound in the urine 
was followed for three days. 


The patients were found to excrete less of the administered dose in three days 
but more in the first 12 hours. 

The data were interpreted to indicate that patients with hepatic and hepato- 
biliary disease have a diminished absorption and a diminished hepatic extraction of 
a-phenyl-S (4-hydroxy-3:5-diiodophenyl) propionic acid, the latter appearing to 
be the more important factor. 

Mention is made of the relevance of these findings to the performance of Graham's 
test. 5 references. 1 figure. 2 tables.—Author’s abstract. 


PANCREAS 


96. Pancreas and the Sleering Wheel. Monnis soseru, Passaic, N. J. West. J. Surg. 
60:129-31, March 1952. 


Trauma to the pancreas was rarely reported in the literature since 1827, when 
Travers reported the first case. Only 4 cases were diagnosed preoperatively in the 
last fifteen or more years. Serum amylase determination is very helpful in these cases. 

Surgery after the diagnosis is made, or for exploratory purpose, is primarily for 
the control of hemorrhage in the acute trauma. Pseudocysts are discovered long 
after the original injury in many cases. 


Injuries to the pancreas are far more common than is generally believed. It 
should always be suspected following a blow to the upper abdomen. Auto col- 
lisions in which there is sharp impact with the steering wheel are an important 


144 « seplember 1952 QUARTERLY REVIEW OF SURGERY 


etiologic factor in these injuries and subsequent pseudocysts. The notion that the 
pancreas, because of its protected position, is invulnerable is a fallacy. 

Three eases of pancreatic disease occurred in our hospital within three months, 
All were related to steering wheel trauma during auto collisions. 

Case | was a white male, aged 39, who proved to have a huge pseudocyst following 
an auto injury one year before. At the time of the trauma he sustained severe 
abdominal contusion and several fractured ribs. He made a complete recovery 
after protracted drainage, but had a postoperative hernia. 

Case 2 was a white female, aged 51, with a degenerating lipoma over the head of 
the pancreas following an auto accident four years prior. Her digestive symptoms 
disappeared, and she has enjoyed excellent health since its removal. 

Case 3 was a white male, aged 32, who had an acute laceration of the pancreas with 
severe shock, following an auto collision, Operation revealed the laceration at the 
head of the pancreas with hemorrhage. About a quart of free blood was present in 
the peritoneal cavity. No other viscera were injured. He had a stormy course, but 
finally recovered, after profuse drainage and was discharged after 59 days. He 
regularly attends to his daily occupation, but will require a repair for postoperative 
hernia. references. table. Author's abstract. 


Severe localized trauma to the epigastrium should always be an indication for care- 
ful blood amylase and urinary diastase sludies.-C. J. B. 


97. Surgical Aspects of Pancreatic Disease. CHARLES B. RIPSTEIN, Brooklyn, N.Y. 
Rey. Gastroenterol. 19:203-16, Mareh 1952. 


Surgical therapy has been utilized in pancreatic disease for many years, but until 
recently the results have been discouraging. With advances in technic and the use 
of antibiotics and improved anesthesia the mortality has considerably reduced, 
and operations on the pancreas have become relatively common, A variety of lesions 
are now amenable to surgical therapy. They include: 

(1) congenital anomalies which include aberrant pancreas and annular pancreas; 
(2) inflammatory lesions —acute pancreatitis and chronic relapsing pancreatitis and 
pancreatic lithiasis; (3) tumors—islet cell, cystic tumors and pseudocysts, carei- 
noma of the head and ampulla of Vater, and carcinoma of the body and tail; 
and (4) traumatic lesions which consist of pseudocysts and fistula. 

The present status of surgical therapy in the above lesions is reviewed in detail. 
10 references. 4 figures.—Author’s abstract. 


98. Aberrant Pancreas. A Cause of Duodenal Syndrome. MAURICE FELDMAN AND 
TOBIAS WEINBERG, Baltimore, Md. J. A. M.A. 148:893-98, March 15, 1952. 


Aberrant pancreas of the duodenum is a common embryologic developmental 
anomaly, occurring in 13.7 per cent of 410 consecutive autopsies. 

Over 80 per cent of aberrant pancreatic nodules are found in the duodenum, 
within a few centimeters of the site of the embryologic development of the two 
anlagen of the pancreas. 
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Aberrant pancreatic nodules grow slowly but tend to become larger from infaney 
to adulthood. The nodules are usually small, varying from 0.1 em. to several 
centimeters in diameter. 

Complications are comparatively rare. In our 75 cases not a single instance of 
complication involving the aberrant pancreas was noted. 

The majority of patients with accessory pancreas are clinically asymptomatic. 

A duodenal syndrome occurs as a result of (1) enlargement of the accessory 
pancreas, producing some degree of stenosis; (2) secondary irritation as a result of 
a foreign body effect and excessive irritative secretion, producing spasm and hyper- 
irritability of the duodenal segment; (3) ulceration causing either occult bleeding 
or hemorrhage; (4) the production of some degree of pressure occlusion of the papilla 
of Vater, as a result of tumor formation, causing biliary symptoms, and (5) com- 
plications, such as an adenoma, which produces hyperinsulinism, or other neoplasms, 
benign or malignant, producing an obstruction or intussusception. 

It is possible by means of clinical and roentgenologic procedures and by exclusion 
to make a presumptive diagnosis of aberrant pancreas of the duodenum. 

Recognition of the presence of an aberrant pancreas is particulary essential, not 
because of the necessity for surgical removal but because without complications 
surgery is not indicated. The condition often produces a neoplastic type of filling 
defect seen in the roentgenologic examination, and the question of surgical explora- 
tion becomes a problem, because of the uncertainty of the histologic nature of the 
nodular growth. 

Our postmortem and clinical studies on aberrant pancreas of the duodenum 
indicate that, when a nodular polyp-like growth is observed in the second portion of 
the duodenum, without clinical manifestations, the best procedure is to consider 
surgery only as a last resort and restudy the case at frequent intervals. 31 refer- 
ences. 3 figures.— Author's abstract. 


The duodenal syndrome is the commonest manifestation, Aberrant pancreas is 
frequent in duodenal and enteric diverticulae. Acute pancreatitis may occur in the 
aberrant lissue—C. J. B. 


PROCTOLOGY 


99. The Use of Trypsin in Postoperative Anorectal Surgery. JOHN 8. BURLESON, 
East Grand Rapids, Mich. American Journal of Proctology 3:59, Mareh 1952. 


In 26 cases, following dissection of rectal fistula, the wound was packed with 
gauze saturated with Trypsin, 100 mg. in 10 ec. of diluent (Sorenson’s Buffer 
Solution) and repeated in three hours. The following two or three days the solu- 
tion was instilled into the wound and retained by the use of vaseline. This was 
not toxic to the patients. Complete debridement and greatly shortened con- 
valescence were apparent, Cases previously requiring five weeks can be discharged 
in one week. Trypsin has no effect on fibrous tissue but completely digests de- 
vitalized tissue.— Author's absiract. 
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GENITO-URINARY SURGERY 


100. Infection in Urinary Tract Caleuli Incidence and Management. James ©. 
KIMBROUGH AND WILLIAM H. Morse, Washington, D. C. Mil. Surgeon 
110:177-80, Mareh 1952. 


Ht is the opinion of the authors that infection is one of the most important 
factors in the recurrence of urinary caleuli. The management of infection should 
be considered in 3 phases: (1) Preoperatively, urine culture with antibiotic sensi- 
tivities should be accomplished; (2) During surgery, it should be remembered that 
the eradication of infection may be more important than the attempt to salvage 
diseased renal tissue; (3) Postoperatively, adequate drainage and fluid intake are 
important, plus the administration of the appropriate antibiotic. 

Pseudomonas aeruginosa was the most common organism associated with urinary 
calculi. It was also the most difficult to eradicate. 

The paper was a report on the resulis of measures to eradicate urinary infection 
associated with urinary caleuli. It was found in the usual management that only 
15 out of 25 patients who were followed eventually had negative urine culture 
reports. 5 references. 3 tables.—-Author’s abstract. 


101. Abdominal Aortography in Urology. N. BERRY, BE. WHITE AND J, 0. 
METCALPE, Kingston, Ontario. Canad. M. A. J. 66:215-17, March 1952. 


The widespread employment of this method of examination has only slowly 
achieved its proper place because it appears to be a much more formidable under- 
taking than it actually is and because the solution originally used, 80 per cent 
sodium iodide, is completely unsafe in dogs, though fatalities using this method 
have been rare in humans. Diodrast, neo-iopax and urokon have no such un- 
toward effect even in animals and appear to be completely safe in man. Our first 
25 cases were done with 80 per cent sodium iodide and subsequent cases with 
urokon (Mallinckrodt). We did not have any serious reactions with sodium 
iodide and no reactions at all with urokon even though many of the cases we 
have done were old and debilitated. 

The actual technic is simple. All that is required is an 18 gauge needle, 12 em. 
long, a suitable 20 c.c. syringe with a piece of tubing about 6 inches long and 
adapters for positive connections on each end. The needle is inserted at the lower 
edge of the twelfth rib, four fingerbreadths from the midline. It is advanced 
ventrally, superiorly and medially toward the body of the twelfth thoracic vertebra. 
Having located this the needle is withdrawn and moved forward until it just 
slides in front of the body of the vertebra when the aorta is distinctly felt as the 
needle pierces it. 

The contrast medium is injected while the operator counts quickly “one thousand 
one, one thousand two, one thousand three.” The film is exposed as he says three. 
One-twenty-fifth of a second exposure is used. A second film exposed two seconds 
later will give an outline of the kidney or nephrogram. Fiims given 5 to 10 minutes 
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later give an excretory urogram. Ten to 20 ce. of the medium is injected. Team- 
work and absolute precision are necessary. 

The chief value to the urologist of this method of examination is in demonstra- 
tion of the vascular pattern of the kidney and differential diagnosis in a great 
variety of conditions ranging from congenital anomalies and hypertension to 
retroperitoneal tumors. It is also useful as a supplementary test of kidney fune- 
tion and in cases where it cannot be evaluated in any other way. 7 references. 
5 figures.—-Author’s abstract. 


102. Abdominal Tumor and Prostatic Cancer. POUTASSE AND CHARLES 
H. BROWN, Cleveland, Ohio. Cleveland Clin. Quart. 19:84-86, April 1952. 


The possibility of metastasis from carcinoma of the prostate should be con- 
sidered in any man with a questionable abdominal mass. 

Palpable retroperitoneal iliac or aortic lymph nodes are found in a small number 
of all men with prostatic cancer. This does not reflect the actual involvement of 
these lymph nodes by this neoplasm because, in most instances, the glands are 
not large enough to be felt through the abdominal wall. Perineural lymphatics 
within the prostate gland are involved early by carcinoma and probably also the 
capillaries of the blood stream, Metastasis to the bony pelvis and spine occurs 
via the lymphatics associated with the periprostatic and pelvic nerves and the 
venous channels which lead to the bony struetures. The regular pelvic lymphatics 
are also invaded with gradual spread to the iliae and aortie glands with later 
extension to the entire lymphatic system, 

Other diseases which cause retroperitoneal gland enlargement are sarcoidosis, 
tuberculosis, lymphoma, and metastatic carcinoma. Primary retroperitoneal 
tumors such as lipomas, sarcomas, or neurofibromas, must also be considered in 
the diagnosis. Tuberculosis and lymphoma may involve the prostate gland, but 
the palpatory findings are not those of prostatic cancer. 

The diagnosis of cancer of the prostate gland is based on palpation of the pros- 
tate, elevated serum acid or alkaline phosphatase, roentgen evidence of bony 
metastasis, and biopsy of the prostate gland. The presumptive diagnosis of 
prostatic cancer in the retroperitoneal glands is made if the tumor becomes smaller 
under appropriate antiandrogenic therapy, as with the 2 patients discussed here. 
references. Author's abstract. 


VASCULAR SURGERY 


103. Coaretaltion of the Aorta ina Child. Bruce vr. GRrorrs. Camp Rucker, Ala. U.S. 
Armed Forces Medical Journal 3:585-89, April 1952. 


Coarctation of the aorta is an unusual congenital abnormality and a diagnosis is 
rarely made in childhood, possibly because the symptoms and signs are not well 
developed and differ somewhat from those found in adults. Yet it is important to 
make an early diagnosis in order that surgical correction may be undertaken before 
decompensative, hypertensive or degenerative changes occur. 
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A case is presented of an adult type coarctation in a four year old boy who had 
no symptoms referable to the heart but who had a loud precordial systolic murmur 
with radiation between the scapulae, and absent femoral and dorsalis pedis pulses. 
The blood pressure was elevated in the arms and absent in the legs. Roentgenograms 
and ECG were not considered diagnostic. 

The infantile type of coarctation may be present in adult life but these cases 
usually die after the ductus closes in infaney. The adult type, however, usually live 
longer because the lesion is located adjacent to or below the ductus’ insertion and a 
collateral circulation has been established. 

Children are often asymptomatic as was true in the case reported, but excessive 
fatigue, dyspnea on exertion, precordial pain, headache, and intermittent claudica- 
tion may be present. On physical examination pallor, and poor lower extremity 
development may be noted, as well as signs of decompensation. A precordial bulge, 
forceful suprasternal and carotid pulsations as well as enlarged superficial collateral 
vessels have been reported. The latter finding is of greater significance in adults, 
however. Delay, weakness or absence of the pulse in the legs is pathognomonic when 
present, but simultaneous palpation of radial and femoral pulses is important in 
order to detect these differences. These changes in pulse and the marked difference 
between systolic blood pressure in the upper and lower extremities are probably the 
most important signs when present, but even these are not always present in small 
children. 

Cardiac murmurs may be present or absent; a loud basal systolic murmur is com- 
monest with radiation between the scapulae. A diastolic murmur and thrill can 
sometimes be found. Roentgenograms in the first decade of life often do not reveal 
the enlarged cardiac silhouette, rib notching, and absent aortic knob as found in 
adults. Arteriography may be helpful in locating the stenotic area, and determining 
the type of surgery to be undertaken. The ECG is of little value diagnostically in 
children, since the changes seem to depend on the myocardial response to long 
continued strain. 

Early surgical intervention seems to be the treatment of choice in order to prevent 
cardiac decompensation, subacute bacterial endocarditis, atheromatous aortic 
changes and subsequent rupture and intracranial hemorrhage. — Author's abstract. 


{ngtocardiography may demonstrate the aortic obstruction and is considered safer 
than arleriography by retrograde carotid or subclavian injection. If available, ballisto- 
cardiography (particularly with the low frequency damped instrument) may show a 
rather typical wave pattern consistent with obstruction in or below the arch. Editor. 


ORTHOPEDIC: SURGERY 


104. Supracondylar Fractures of the Femur. A Recommended Treatment for Non- 
unions and Fresh Fractures. CARLO SCUDERI AND ANTHONY IPPOLITO, Chicago, 
Ill, Am. J. Surg. 83:313-20, March 1952. 


In nonunion of supracondylar fractures of the femur and massive bone graft of 
the tibia, the blade plate for maintenance of reduction of the fracture has been found 
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to be an excellent form of treatment. Three cases have been successfully done and 
followed for over sixteen months. 

Fresh supracondylar fractures of the femur with displacement constitute adequate 
indication for an open reduction and blade plate fixation. 

Karly accurate reduction of this type of fracture produces more rapid healing, and 
early mobilization after soft tissues have healed minimizes the restriction of knee 
motion. The help of a cooperative patient and an understanding physical therapist 
are indispensable. 

The operative procedure is done under constricture and is not too difficult 
technically. The exposure is anatomical and does not endanger any of the important 
structures of this area. Three cases of old nonunion and 7 cases of fresh fractures 
are being reported in this group with no failures to date. 13 figures. Author's 
abstract. 


In selected cases, the use of the blade plate affords excellent fixation. Comminuled 
supracondylar fractures, however, are betler trealed with simple traction.— Editor. 


105. Strength of Quadriceps Function Afler Patellectomy. DON H. O'DONOGHUE, 
FULTON TOMPKINS AND MARVIN B. HAYS, Oklahoma City, Okla. West J. Surg. 
60:159-67, April 1952. 


The authors point out that patellectomy has become the method of choice in 
treatment of many conditions of the patella but that there is little clinical meterial 
recorded as to the effect of various operations of the patella on the str ch of 
quadriceps function postoperatively. A scale arrangement was devised check 
quadriceps strength in three positions with the tibia at (a) 90 degrees, (b) 135 
degrees and (c) 180 degrees to the femur. A control series of normal knees was used 
as a base and 2 main groups of cases were checked; namely, degenerative changes 
(chondromalacia patellae) and fractures of the patella. In the former (malacia) 
group 2 types of operations were compared; namely, partial chondrectomy and 
patellectomy. In the latter group (fractures) the method of excision of small frag- 
ments and repair of the tendon to the retained fragment was compared to patel- 
lectomy. The article is supported by charts and graphs to document the cases. 
Thirty-four cases of patellectomy were compared with a similar number of the other 
group and, in turn, compared to the opposite (normal) knee. 

The following conclusions are reached: 

|. In all series, normal, opposite and operated, the quadriceps is definitely strong- 
est with the knee at 90 degrees flexion. The “normal curve” is of gradual diminution 
of effective strength of the quadriceps as extension is increased, becoming weakest 
at complete extension of the knee. This finding is contrary to generally accepted 
concepts. 

2. In fracture of the patella, removal of fragments and repair of the tendon to 
the remaining large fragment is definitely better than patellectomy from the stand- 
point of strength. Cases should be carefully selected, however, or treatment will 
fail for other reasons. 
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3. Patellectomy yields excellent results in patients in whom other treatment 
i.e., Wiring, repair to retained fragments, partial excision, has been used inad- 
visably and failed. It definitely improves strength as well as motion. 

1. Patellectomy gives very satisfactory strength in the very complicated cases 
in which other treatment would be unsatisfactory. No reluctance need be felt in 
its use from the standpoint of weakness of the quadriceps following removal of the 
patella. 

5. Patellectomy compares at least on an equal basis with partial chondrectomy 
in degenerative cases. Although the cases selected for patellectomy were the severe 
ones, the results are as good as the results of more “conservative” measures are in 
cases with less involvement. 

6. Patellectomy should be employed more frequently in degenerative change in 
the patella. 

7. Patellectomies, and in fact all operated knees, recovered strength best at 90 
degrees, the percentage of recovery decreasing as extension increases, 

8. Following patellectomy there is distinct loss of strength of quadriceps function 
in all positions but especially in complete extension (average 71 per cent of normal 
at 180 degrees). 14 references. 6 tables.-— Author's abstract. 


106. Baseball or Mallel Finger. Lewis COZEN AND ABRAHAM WAXMAN, Los Angeles, 
Calif. Ann. West. Med. & Surg. 6:154-55, Mareh 1952. 


The method used is simpler than those currently available. It is well known 
that flexion of the proximal IP joint and extension of the distal IP joint is necessary 
for complete relaxation of the extensor aponeurosis. 

In the method that we have used, a very short splint is applied immobilizing the 
distal IP joint in extension. Since the splint is so short that it does not go proximal 
to the proximal IP joint, the latter joint is allowed to flex by the patient's position of 
relaxation as he wears the splint. 

The method has been found to be effective in 9 cases. 4 references, 4 figures.— 
\uthor’s abstract. 


107. l se of Gelalinized Bone in Skeletal Trauma. WitsoNn A. SWANKER AND JAMES M. 
wINnriELD, New York, \. Y. Am. J. Surg. 83:332-41, March 1952. 


The post-traumatic repair of skeletal defects can be facilitated by the use of a 
gelatinized bone preparation which consists essentially of ground bone and gelatin. 
A thorough diminution of the bone fragments can be accomplished by grinding in a 
conventional meat grinder or food chopper, The bone source of preference is the 
easily accessible iliac crest from which large quantities of cancellous bone can be 
removed without extensive incapacitation of the patient. 

In the management of a finely divided bone mass such as. the gelatinized bone, it 
is helpful to have some cohesive forces present, and Gelfoam, in a powdered state, 
has been found to be most readily available and most satisfactory. The preparation 
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is Gelfoam 1:8 Bone-Blood (equal parts by volume of ground bone and whole 
blood). 

The bone is prepared for grinding by chopping up the large morsels with a bone 
cutting forceps or a chisel and mallet. The grinder emission is full of finely divided 
bone particles approximately a millimeter or less in size. After the addition of the 
Gelfoam, the mass is introduced into the defect with the aid of a spatula through 
an open incision or by a syringe with a large bore nipple and 10-12 gauge hollow 
needle in a relatively closed method. 

Kxperimentally, it has been shown that bone healing is accelerated with the aid 
of the gelatinized bone at a rate of 60 per cent of normal. 

This preparation of bone, blood and Gelfoam has been used to reconstruct 65 
various skeletal defects. 37 references. 7 figures.— Author's abstract. 


While 1 have had no personal experience with the method described, il is difficult to 
see how the use of ground bone and gelatin would have greater osteogenetic powers than 
the use of cancellous bone alone—H. R. MeC. 


108. Intramedullary Firalion of Fractures in Combat Casuallies. ERNEST A. BRAY, 
San Francisco, Calif. Mil. Surgeon 1170:254-58, April 1952. 


Intramedullary fixation has only a limited applicability to the treatment of 
fractures in combat casualites. In selected recent fractures, especially of the femoral 
shaft — either closed fractures or those with healed wounds —under the proper cir- 
cumstances and in the proper hands, it may be used to facilitate transportation, 
decrease the period of hospitalization, promote early weight bearing, and return the 
patient in some cases to duty in the combat area. In old gunshot fractures with 
nonunion of bone but with wounds that have adequately healed the method may be 
applied as in nonunion due to other causes. 

An occasional selected gunshot fracture of the femur may be suitable for the modi- 
fied type of nailing with the wound for nail insertion and the original gunshot 
wounds left wide open for drainage. An essential preliminary is thorough wound 
debridement and the establishment of adequate posterior drainage. There are very 
definite indications for the modified nailing of open femoral fractures and definite 
limitations to its use. The selection of cases must be made by the experienced 
fracture surgeon and the operation and aftercare must be carried out under optimum 
conditions. 

Circumstances which may suggest the use of the modified method of intra- 
medullary nailing are: (1) marked loss of soft tissue which makes adequate con- 
servative treatment impossible; (2) marked bone loss which prohibits satisfactory 
bone contact; reasonable shortening is certainly preferable to nonunion; (3) pro- 
longed and uncontrolled wound suppuration due to inadequate fixation and in spite 
of local drainage and antibioties; (4) severe pain and general debility under con- 
servative management and (5) associated injuries, the treatment of which requires 
considerable movement of the patient. In these situations and in selected cases the 
modified nailing procedure may prove to be a noteworthy addition to our treatment 
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of fractures in combat casualties. Its use may offer the possibility of a marked 
decrease in morbidity and the avoidance of a subsequent precarious bone grafting 
procedure after many months of conservative recumbent treatment. Our experience 
with the method suggests that, if properly applied, it offers many great advantages 
with a minimal caleulated risk. Certainly the method should be given a more ex- 
tensive trial. In the event of atomic bombing with great masses of casualties, the 
modified nailing procedure may serve as a practical method of avoiding prolonged 
hospitalization and of obtaining early weight bearing in the treatment of large 
numbers of open femoral fractures. Author's abstract. 


The enumerated criteria for intramedullary nailing represent sound surgical 
principles. In the event of mass military or civilian casualties, the proper use of intra- 
medullary firalion of fractures would help to alleviate the shortage of hospital beds and 
facilitate the care of many patients with a minimum of nursing service.—Editor. 


TRAUMATIC SURGERY 


109. Plasma Preparation Simplified for Surgical Use. 1. M. TARLOV, P. ENT- 
MACHER, R. DAY AND A. MARTIN, New York, N.Y. Am. J. Surg. 83:544-48, 
April 1952. 


The authors have simplified plasma preparation for suturing nerves and for other 
surgical use by using sodium citrate and calcium chloride as anticoagulant and 
clotting agents, respectively, stored in dry form in ampoules or in rubber-stoppered 
vaccine bottles. The vaccine bottles of sodium citrate and of calcium chloride are 
recommended for use rather than the ampoules because they simplify the plasma 
preparation. There is less likelihood of contamination of the blood and plasma dur- 
ing their transfer, and it is easier to dissolve the sodium citrate and calcium chloride. 
The strength of clots prepared from these materials--55 to 75 Gm. for clots formed 
from | ce. of plasma——did not decrease within the time limits of their experiments 
lasting 15 months. 15 references. 1 figure.—Author’s abstract, 


MISCELLANEOUS 


110. Sterilization of Foolwear, D. FULTON AND ROLAND B. MITCHELL, Randolph 
Field, Tex. U.S. Armed Forces M. J. 3:425-39, Mareh 1952. 


Leather samples contaminated with pathogenic fungi (Microsporum canis, Micro- 
sporum gypseum, Microsporum apiospermum, Trichophyton mentagrophyles, Tricho- 
phyton schoenleini, Trichophyton rubrum, Sporotrichum schenkii, Epidermophyton 
floccosum and Phialaphora verrucosa) were sterilized by exposure to Carboxide gas 
(10 per cent ethylene oxide and 90 per cent carbon dioxide). 

Several simple sterilization chambers which could be constructed from = serap 
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material were designed and tested. A chamber constructed from a large aircraft 
inner tube was found to be most satisfactory. 

Whole contaminated shoes were sterilized by exposing them for a 12 hour period 
to a concentration of 520 mg. of ethylene oxide per liter of gas in the inner tube 
chamber. There was no visible damage to the shoes, and they required no post- 
sterilization treatment to preserve their wearing qualities. 

Complete directions for the construction of the inner tube exposure chamber are 
given. references. 5 figures. 2 tables. Author's abstract. 


It. Prlonidal Cyst. Follow-up Studies on 481 Patients. sven KLEIMAN, Phoenix, 
Ariz. U.S. Armed Forces M. J. 3:575-80, April 1952. 


This article is the second of 2 reports by this author on the treatment of the 
pilonidal eyst. The first article was a review of various open and closed operative 
technics and their immediate postoperative results. The present article is primarily 
concerned with follow-up results, and includes an analysis of 181 cases, followed 
over a period of 10 to 14 months. 

In terms of number of cases and of duration of follow-up, these reports are the 
largest dealing with the pilonidal cyst. 

The author feels that a relatively simple technic of primary closure with steel 
wire is applicable to most cases. The results, both in the immediate postoperative 
and in the longer follow-up periods, were better with this technic than with other 
technics of primary closure or with open packing. A recurrence rate of 10.5 per cent 
(219 patients) was obtained with the described technic, as compared with 17.5 per 
cent recurrence (114 patients) with open packing. 4 tables. Author's abstract. 


The trend of current surgical opinion ts in line with the author's recommendation 
of “a relatively simple lechnic of primary closure,” especially in cases where complete 
excision of the lesion can be combined with closure of the wound without tension or 


dead space. B. P. 


BOOK REVIEWS 


1 Terthook of \-Ray Diagnosis by British Authors. Volume s. cocunane 
SHANKS, VD. AND PETER KERLEY, M.D. Philadelphia and London, W. B. Saun- 
ders Company, L951. 702 pages. 605 illustrations. Price $15.00. 


1 Terl-Book of \-Ray Diagnosis by British Authors will appear in four volumes. 
The volume under consideration, Volume If, considers the chest and is divided 
into two parts: Part One, the Cardiovascular System, consisting of 192 pages; 
and Part Two, the Respiratory System, comprising the remainder of this 702 
page book. There are 605 figures, mainly reproductions of x-rays, but including 
some photographs of specimens and some line drawings. These figures are ex- 
cellent and are clear protrayals of the subject matter. 
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Part One, in considering the Cardiovascular System, is a thorough discussion of 
the various aspects of this subject. A selected bibliography of pertinent and up-to- 
date references is included at the end, and such ancillary technics as réentgen 
kymography are discussed. Part Two, on the Respiratory System, is similarly up-to- 
date and covers the chest from the aspects of anatomic divisions and pathologic in- 
volvement. The final chapter considers the x-ray appearances of the lungs follow- 
ing pneumothorax and surgical procedures. At the end of the book is a thorough 
subject and author index. 

This book is heartily recommended not only to specialists in the field of roent- 
genology, but in addition, to all internists and surgeons who deal with the chest. 


The Management of Fractures, Dislocations, and Sprains. JOHN ALBERT KEY AND H. 
EARLE CONWELL. The C. V2 Mosby Company, Fifth Edition, 1951. 1232 
pages (including index). 1195 illustrations. Price $16.00. 


The Management of Fractures, Dislocalions, and Sprains has been a standard 
text and reference book ever since it was first published in 1934, nor do the authors, 
J. Albert Key and Hl. Earle Conwell, need an introduction, since they are both well 
known as teachers of orthopedic surgery and for their many contributions to the 
field. Five years have elapsed since the appearance of the fourth edition, and while 
the fifth follows it in outline, the text has been revised, many of the illustrations 
replaced, and the volume reset, 

In revising the text, the authors have rewritten the chapter on compound (open) 
fractures to bring the dosages of penicillin more in line with present day practice, 
and reference to the use of x-ray therapy in the treatment of gas gangrene has been 
dropped; the two chapters on the workmen's compensation law and the medico- 
legal aspects of fracture cases have been deleted, and the use of intramedullary 
nailing has been included in the chapter on fractures of the shaft of the femur. 
While there are not as many illustrations as there were in the previous edition, 
many of the old figures have been replaced, and the general quality of the pictures 
has been greatly improved. In resetting the text, the publishers are to be com- 
mended for the improvement of the general format. 

All physicians who have occasion to treat fractures, dislocations, and sprains will 
want a copy of this book available for ready reference. 


Premiers Elements de Radio-olologie. ©. CHAUSSE, Paris, France. 60,000 franes. 


As the answer to a real need, Premiers Elements de Radio-otologie should be 
brought to the attention of all radiologists of the ear, for, until now, specialists in 
the field of otology and radiology have had no access to the recent succession of 
radi graphic discoveries. 


Besides bridging a great hiatus in present-day knowledge of radiography, the 
book offers a revolutionary approach to the field by placing directly at the dis- 
posal of all practitioners a collection of 56 roentgenograms, which will give them 
a clear understanding of the latest methods of radiography without having to 
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consult the nearest medical center. The plates are accompanied by copious notes 
and detailed explanatory drawings of each one, with corresponding numbers. 
Every plate, which is identical to the original x-ray, is set into the page in such a 
way that it can be examined, as a negatoscope, with a stereoscopic pocket-light. 
In the first part of this work, the author describes new methods of applying 
equipment and how this may be made to conform to varying anatomies. The 
second part is the more important, discussing radiologic diagnosis of labyrin- 
thine fractures, fractures of the temporal bone, chronic suppurative otitis, agene- 


sia, otosclerosis, and others. 


A twelve page bibliography and a detailed index conclude the work. 


Ruplures of the Rolalor Cuff. MoseLey. Charles C. Thomas, Springfield, Hlinois, 
1952. 96 pages, 108 illustrations. Price: $6.50. 


This monograph is one of the American Lectures in Surgery series, edited by 
Michael E. DeBakey, R. Glen Spurling and Robert Kelly. In it, H. F. Moseley, 


Hunterian Professor of the Royal College of Surgeons and Assistant Professor of 


Surgery at MeGill University, discusses the anatomic considerations, functional 
aspects, clinical picture, operative procedures, treatment, results of operative treat- 
ment, and his experience in diagnosis and treatment of acute and chronic rupture of 
the rotator cuff of the shoulder. Clinically, the monograph is based on end result 
studies of 31 patients accumulated over a period of ten years. The text is well 
illustrated with colored drawings by Helen MacArthur, photographs, and roent- 
genograms. 


Under anatomic considerations, the author presents a unique and enlightening 
discussion of the axillary relations of the rotator cuff and the glenohumeral joint. 
He fails, however, in his presentation of the function of the cuff to mention the 
definitive study of shoulder motion by Inman, Abbott and Saunders. In the clinical 
studies, the author uses a tensiometer, an instrument that will undoubtedly be 
recognized in the future as an invaluable adjunct to the electromyogram in clinical 


evaluation of muscle function. The surgeon who has occasion to treat injuries of 
the shoulder will undoubtedly derive enjoyment and profit from reading this 
succinct monograph. 


Surgical Forum. Clinical Congress of the American College of Surgeons, 1951. Surgical 
Forum Committee. W. B. Saunders Company, Philadelphia, Pa., 1952. 667 
pages. Price: $10.00, 


The second publication of the Surgical Forum volume, this one being the pro- 
ceedings of the Forum Sessions of the Thirty-seventh Clinical Congress of the 
American College of Surgeons, held in San Francisco in November 1951, is an out- 
standing and useful book. The Surgical Forum Committee as a whole, Dr. Owen 
Wangensteen who conceived the idea for the Forum, the American College of Sur- 
geons, and the publishers are all to be congratulated for putting forth this text for 
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surgical readers. For one who wishes to study things that are new in surgery, there 
are few places that can be consulted with as much profit. The papers are uniformly 
short and compact but complete insofar as information is concérned. The list of 
authors includes many of the outstanding clinical and experimental surgeons of this 
country today. Particular sections include lungs and esophagus, stomach and spleen, 
intestines, liver and portal system, heart, blood-vascular system and blood flow, 
urogenital tract, neurophysiology and neurosurgery, orthopedics, repair and regen- 
eration, endocrines, and lastly, body fluid and electrolyte, blood volume, and shock. 
These are all excellent sections and are essential to those who wish to keep up with 
surgical advances today. The book is to be recommended to surgical interns, 
residents, those studying for Board examinations, and those in actual surgical 
practice. In addition, surgical teachers will find the Surgical Forum Volume very 
helpful in the conduct of their instructional program. \. H. 


Callander’s Surgical Analomy. BARRY J. ANSON, M.A., PH.D. AND WALTER G. MADDOCK, 
W.B. Saunders Co., Philadelphia-London, 1952. LO74 pages, 929 illus- 


trations. Price: $14.00, 


This third edition of Callander’s Surgical Anatomy has been partly prepared by 
Dr. Barry J. Anson, well-known professor of anatomy at Northwestern University. 
It is recognized by many surgeons that Dr. Anson is one of the few remaining con- 
tributors to gross anatomy and especially to its surgical applications. He has been 
ably helped in this revision of Callander’s text by Dr. Walter Maddock, Professor of 
Surgery at that same institution. Thus, the book has the combined anatomic and 
surgical authorship, and the product reflects this advantage. 

There are 929 illustrations and 1,071 pages. Essentially all fields of anatomy 
from the regional standpoint are covered, and the coverage is quite even. The 
index has three columns and is quite thorough, occupying 18 pages. Many of the 
figures are borrowed from the previous edition, but there are many new ones. A 
number of the new ones come from articles by Dr. Anson and his associates. Most of 
the figures are very well planned and demonstrate surgical points in a distinct 
manner. [tis unfortunate that quite a few of the reproductions have lost some of 
their clarity and do not appear as clear as they did in the first printing. This applies, 
however, to a minority of the figures in the book and actually interferes more with 
the appearance than it does to the legibility. Despite this drawback, the book is to 
be highly recommended. For surgery students preparing for Board examinations, 


the book will prove invaluable. \. 7. 
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FOREWORD 


The objective of the Ouarrerty Review or OToRHINOLARYNGOLOGY AND 
DB RONCHOESOPHAGOLOGY, now incorporated in the QUARTERLY Review or SURGERY, 
OBSTETRICS AND GYNECOLOGY, is to bring together in one publication, in concise 
form, the essence of all that is published in otology, rhinology, laryngology, bron- 
chology and esophagology from the world’s voluminous literature, so that with a 
minimum of time and expense you are enabled to keep abreast of the rapid progress 


in these special fields of medicine and surgery. 


The organization and simplification of the new data and the separation of the 
less significayt findings from the important facts keep you continuously posted. 
The Ouanrerty Review or OTORHINOLARYNGOLOGY AND BRONCHOESOPH AGOLOGY 
brings you many new clinical discoveries—improved technies—-world-wide re- 


search—a vast fund of important data, all in concise form. 


The clinical facts presented here are systematically gathered from every avail- 
able source. They are condensed from more than 300 medical and surgical peri- 
odicals, transactions and special publications and are properly classified and 


indexed for quick reference. 


A section entitled “The International Record of Otorhinolaryngology and 
Bronchoesophagology” is included and consists ef advanced experimental and 


clinical reports in otorhinolaryngology and bronchoesophagology. 


Inelvding International Record of Olorhinolaryngology § Bronchoesophagology 
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ABSTRACTS 


otology 


MIDDLE EAR 


19. The Use of Cancellous Bone Grafting at Tympanomasloidectomy for Permanent 
Eustachian Tube Closure. A Preliminary Report. Louis Dallas, 
Texas. Laryngoscope 62:173-93, February 1952. 


The problem of continued discharge from an ear following tympanomastoidec- 
tomy (radical mastoidectomy) has long been of concern to otologists. Newer 
surgical technies have reduced the number of cases with continued discharge due to 
inadequate surgery or infected granulations, and patency of the Eustachian tube 
now accounts for a large number of the unsatisfactory results. Attempts to per- 
manently close the Eustachian tube have been made for many years and include 
such methods as plugging it with catgut, tensor tympani muscle, animal horn or 
bone, galvanocautery, various types of skin grafts, and plugs of various newer 
substances such as Oxycel, Gelfoam, or polyethylene prostheses. 

The use of cancellous bone as a free transplant into the osseous portion of the 
tube was considered to be worthy of trial, and accordingly five endaural tympano- 
mastoidectomies were done using homogenous bone taken from a merthiolate bone 
bank. All soft tissues were carefully removed from the bony walls of the tube prior 
to putting the bone mush in place, and a split thickness skin graft was placed over 
the area. One case failed to return postoperatively, so the result is unknown. Of 
the others, three obtained closure of the tube and dry cavities, while one failed to 
obtain closure and continues to have drainage and granulations more than a year 
after surgery. 

Although no definite conclusions can be reached on the basis of such a small 
group, the method seems to be well grounded and worthy of further study. Autog- 
enous bone, removed from the iliac crest of the patient at surgery promises to be 
more widely available and to give better results. A present series using autogenous 
hone to obtain permanent closure of the Eustachian tube will be presented later. 
36 references. 4 figures.-_ Author's abstract. 
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INTERNAL FAR 


50. Experimental Occlusion of the Inferior Cochlear Vein. 4. B. PERLMAN, Chicago, 
Hl. Ann. Otol, Rhin, & Laryng. 67:33-44, Mareh 1952. 


As in the human ear, the inferior cochlear vein in the guinea pig runs in a bony 
channel adjacent to, but separate from, that for the cochlear aqueduct. The vein 
Was interrupted outside of the cochlea and without damage to the cochlear aqueduct. 
Both acute and chronic experiments were carried out. No definite change in the 
cochlear microphonic or nerve action potential was observed. No vestibular dis- 
turbance was noted. Histologically, no marked change was noted in the cochlea 
or vestibular labyrinth. In a few instances dilated vessels in the stria vascularis 
were observed and in a few a limited, localized bleeding in the cochlear duct. The 
animals perfused through the carotid showed empty venous channels in the inner 
ear, despite ceclusion of the inferior cochlear vein. Histologically, veins could be 
seen along the endolymphatic duct. All this evidence is not in agreement with the 
currently held views based on anatomic studies that the entire venous drainage of 
the inner ear in the guinea pig is carried by the inferior cochlear vein. Occlusion 
of this vein apparently resulis in minimal histologic change and no definite change 
in the cochlear or vestibular function. Other venous channels (in relation to the 
endolymphatic duct and internal meatus) are probably able to adequately handle 
the venous outflow from the inner ear when the inferior cochlear vein is occluded, 
8 references. LL figures. Author's abstract. 


51. Does the Utricular Ololithie Membrane Move on Postural Changes of the Head? 
GRETHE VILSTRUP AND THURE VILSTRUP, Copenhagen, Denmark. Ann, Otol., 
Rhin. & Laryng. 67:189-97, Mareh 1952. 


sy x-raying the skull of Acanthias vulgaris in different positions, tt could be 


demonstrated that the utricular otolithie mass moves in relation to the sensory 


epithelium. The otolith, which (as in mammals) consists of small grains, slides on 
the surface of the sensory epithelium. The movements are small. The rectilinear 
upper “margin” of the otolithic mass is seen to rotate only about two degrees in 
relation to a fixed metal thread which is inserted beforehand in the cartilagineus 
cranium, These results correspond closely to those of de Vries. + references. 4 
figures.—Author’s abstract. 


EXTERNAL EAR 

52. Etiologie Classification of Diseases Involving the Erternal Ear. Ben SEN- 
TURIA AND MORRIS D. MARCUS, St. Louis, Mo. Ann. Otol, Rhin. & Laryng. 
61:18-32, March 1952. 


Although the skin of the external ear has certain features which are peculiar to 
it, the diseases affecting the ear are similar to those seen on the skin of other regions 
of the body, and they may be classified in a similar fashion. 
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A strict etiologic classification cannot be expected because :(1) the causes of these 
diseases are not entirely understood; (2) the causes are frequently multiple and 
overlap, and (3) some diseases are difficult to classify on an etiologic basis, yet lend 
themselves to morphologic classification. 

The classification was based on data obtained from the available literature and 
the experience of the authors in dealing with infections of the ear and other parts 
of the body. The following are the general categories: (1) diseases of unknown 
etiology; (2) diseases due to infections: (3) neurogenic eruptions; (4) allergic 
dermatitis; (5) traumatic lesions: (6) senile changes; (7) vitamin dyserasias, and 
(8) endocrine dyserasias. Each general category was subdivided and discussed in 
some detail, and pertinent references were supplied. Special emphasis was given 
to diffuse external otitis, otomycosis, and infantile dermatitis of the ear. 43 refer- 
ences.—Author’s abstract. 


53. Olitis Erlerna, and Its Treatment with a New Antibiolic Preparation. joun w. 
GRAves, Indianapolis, Ind. Eye, Ear, Nose & Throat Monthly 37:32-34, 
January 1952. 


The common external ear canal infection often referred to as otomycosis is dis- 
cussed from the etiologic viewpoint with the conclusion that Pseudomonas aerugi- 
nosa is the most frequent offender, and fungi play a minor role. The results of treat- 
ing 89 such cases with a new preparation containing polymyxin and bacitracin were 
uniformly favorable. 

The antibiotic ointment containing both polymy xin and bacitracin bears the trade 
name Polycin. The ointment base is new, composed of a mixture of polyethylene 
glycol diesters. This ointment does not pack and plug the ear canal and can easily 
be washed out. It has the further advantage of providing a pH of approximately 
5 when put into solution. This latter point has been stressed by several authors as 
an important part of the treatment of otitis externa. No sensitivity resulted, and 
no untoward effects were observed. 11 references.-—Author’s abstract. 


AUDIOLOGY 


54. Acoustic Trauma in Children. soseen savavorr, Philadelphia, Pa. Ann. 
Otol, Rhin. & Laryng. 67:107-111, Mareh 1952. 


Permanent hearing defects may be produced in young children by the sound 
accompanying the firing of cap pistols and firecrackers. 

These hearing defects are of the inner ear type and similar to those encountered 
in military personnel whose hearing acuity has been damaged by exposure to gunfire. 

The hearing defects, resulting from acoustic trauma, in these patients are probably 
not progressive. 

More careful screening technics are advocated to detect certain types of hearing 
defects not accompanied by clinical symptoms and indicating the importance of 
preventive measures. 4 references. 3 figures. 
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The Adult and His Hearing Problem. FRANCIS L, LEDERER AND RICHARD ... 
marcus, Chicago, HL Ann. Otol., Rhin. & Laryng. 67:126-43, March 1952, 


The area of the deafened adult is a challenge to the otologist who is interested 
in offering his patient total care. The authors have not attempted to cover in detail 
the fascinating fields of speech and hearing rehabilitation and audiology, but have 
emphasized the need for a study of the person who seeks aid for the amelioration or 
cure of his hearing deficit. There was a time in the not too distant past when the 
patient was subjected to the trial and error method of inflations of the middle ear, 
regardless of the preponderance of nerve degeneration or the objective failure of 
improving the hearing: a submucous resection of the nasal septum when the passage 
of a eustachian catheter was difficult, in spite of the fact that inflation could be 
accomplished through the unobstructed side; a tonsil and adenoid operation for 
reasons that would obviously constitute a stretch of the imagination; a series of 
radium applications that merely added to the frustration on the part of the patient 
whose mixed deafness failed to respond to vitamins, histamines, prostigmine or the 
myriads of other remedial agents which have at one time or another raised high 
hopes for suecess. When all these measures have failed and the patient queries, 
“What next?” or simply tires of the approach to his problem, he is too frequently 
shunted along on his way to fend for himself or with the feeling that he has con- 
sulted the final authority and now all is lost. The modern approach to the problem 
calls for the highest ethical and moral responsibility on the part of the otologist 
and not solely the educator's in bringing to the patient the advantage of the latest 
procedures. 

The employed procedures include intelligibility testing to determine the extent 
of word discrimination possessed by the patient and also to evaluate the improve- 
ment in discrimination made possible with amplification in the presence of stand- 
ardized noise. In addition, the selection and evaluation of hearing aids involves 
an inventory of all tests previously noted, such as voice tests, a study of the person 
who seeks aid for the amelioration or cure of tuning fork tests, pure tone audiometry, 
speech reception tests, and the trial of a number of hearing aids under the same 
environmental conditions. No hearing aid restores normal hearing; it is, at its 
best, an aid. There is more adjustability present in the patient than in the hearing 
aid. He is taught as a hard-of-hearing person who wears a hearing aid and not as a 
normal person having to wear an aid, The patient receives a hearing aid selection 
under objective conditions in the sound-treated room and with his personal ear mold. 
A course in auditory education is given preparatory to the actual selection of the 
aid. In such a course he receives knowledge about his personal hearing loss; he is 
conditioned in the development of tolerance for amplified sound with explanations 
about psychologic effects of hearing loss (in group therapy principle), some instruc- 
tion in speech reading and the use of auditory clues, and instructions in methods 
of practice at home and aid in the adjustment to life situations. He receives a 
psychologic survey, more detailed at the psychiatric center if necessary. For voca- 
tional and educational considerations in acquiring new skills, he is directed to local 
or state agencies concerned with the necessary type of counselling. 
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How is this complete hearing and speech rehabilitation program to be supervised 
and achieved in actual practice? It is necessary, first of all, for the otolaryngologist 
himself to be educated in these procedures. Such education may be obtained at 
several rehabilitation centers in various university clinies where young otolaryngol- 
ogists-in-training are already finding teaching available in clinical rehabilitation and 
its related basic science, audiology. After the otolaryngologist in practice has been 
adequately informed about rehabilitative procedures, what does he do then) I 
depends on where he practices. In the larger metropolitan areas, hearing centers for 
clinical rehabilitation already exist. Patients may be sent there for retraining, hear- 

‘ing aid selection, and counselling. The family and the community have failed to 
answer the needs of the deaf and the bard of hearing the family through lack of 
understanding of the person with the handicapping loss, and the community with- 
out realizing the economic load of improperly educated and trained members of its 
group. The physician may likewise be remiss in his duties if he fails to arouse the 
family and the community to the needs. 

We have attempted in this brief presentation to call attention to the major needs 
of the adult deafened individual and direct the major role for responsible care to 
the otologist. [tis to be anticipated that his increasing interest in the problem will 
vo far in the management of adult hearing deficits. 


laryngology 
PHARYNX AND NASOPHARYNX 


56. Cancer of the Hypopharyns and Its Surgical Treatment. RONALD W. RAVEN, 
London, England. Brit. M. J. 4765:951-53, May 3, 1952. 


In this paper the author presents some of his experiences in the treatment of 
cancer of the hypopharynx by radical surgical operation in a series of 18 patients. 
Many of them were suffering from advanced disease and were seriously ill with 
dyspnea, stridor, or dysphagia, and some had even been pronounced untreatable, 
Others had received radiotherapy but the disease was still extending. One patient 
had a palliative tracheotomy and another a gastrostomy. Their ages varied from 
38 to 75 years. The author discusses the classification and spread of cancer of the 
hypopharynx calling attention to Trotter's work on the subject. In many of these 
patients he was unable to determine the site of origin owing to the large area of 
the hypopharynx which was involved, even extending from the pharyngo-esophageal 
junction to the oro-pharynx. The early symptomatology is often vague but as the 
disease progresses definite symptoms are experienced, including dysphagia, dyspnea, 
hoarseness and a periodic cough. Some patients come with a lump in the neck 
caused by lymphatic metastases. In addition to a careful clinical examination 
with indirect and direct pharyngoseopy and biopsy, radiologic examination in- 
cluding tomography may give additional information regarding the site and extent 
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of the lesion. The problem of stridor, dyspnea and dysphagia is discussed and the 
point is stressed that nothing should be done in the pre-operative period to exacer- 
bate the local edema. When severe dyspnea is present direct pharyngoscopy and 
laryngoscopy are therefore deferred until the major operation is performed when 
a preliminary biopsy and histologic examination with the frozen section technic 
is done. It is important to avoid the risk of a preliminary tracheotomy with in- 
fection of the skin of the neck which causes technical difficulties. If severe dys- 
phagia has been present for several days before the patient is seen, gastrostomy 
may be required to improve the general condition but if this remains satisfactory 
intravenous feeding may suffice. The author discusses the principles of laryngo- 
pharyngectomy and laryngo-esophago-pharyngectomy combined with a bilateral 
lymph node block dissection of the neck. In these procedures a new buried skin 
pharynx is formed. Attention is drawn to one-stage and two-stage operations. 
He has performed a resection of the hypopharynx and anastomosed the upper 
segment of the hypopharynx with the pharyngo-esophageal junction, thus achiev- 
ing primary closure of the neck. He does not recommend pharyngectomy with 
conservation of the larynx because of the risk of recurrence of the disease. It is 


advantageous if a strip of the posterior pharyngeal wall can be safely conserved 


and a pharyngeal stoma formed when a patient has had a full course of irradiation 
causing degenerative changes in the skin rendering the construction of a new skin 
pharynx difficult. He recommends closure of this stoma with hinged skin flaps 
and acromio-pectoral tubed pedicle flaps. 

The end results are described and there was no operative mortality. 

Ten patients are alive up to 34 months after operation. 

When these results are considered the condition of the patients must also be 
taken into account. Operation brings relief from the distress of dyspnea, stridor 
and dysphagia; a palliative tracheotomy with surrounding dermatitis is converted 
into a well managed tracheostomy. Gastrostomy is avoided and the patients are 
able to swallow all types of food normally and live happy and useful lives. Voice 
production is variable but not so good as after laryngectomy. A number of the 
men can return to work. None of the patients developed a fibrous stricture at the 
junction of the new skin pharynx and esophagus, or elsewhere. 4 references. 
3 figures. 2 tables. Author's abstract. 


Hoarseness in Infants and Children. PAUL. HOLINGER, KENNETH ©, JOHNSTON, 
and ROBERT J. Mc MAHON, Chicago, Ill. Eye, Ear, Nose & Throat Monthly 
31:247-51, May 1952. 


Hoarseness in infants and children is a symptom requiring as careful and com- 
plete a study as in the adult. Congenital anomalies of the larynx, pharynx, thoracic 
viscera and brain may manifest themselves by an unusual character of a newborn 
infant’s ery. Neck and chest x-rays, a neurologic examination, and finally, a 
direct examination of the larynx of the infant are necessary to establish the diag- 
nosis of hoarseness in the infant. 

In children of preschool and school age, the commonest cause of acute hoarse- 
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ness is the acute laryngeal manifestations of respiratory tract infection. However, 
injuries may also result in acute hoarseness from local edema or hematoma. Chronic 
hoarseness may be caused by vocal abuse, chronic respiratory tract infection, or 
laryngeal papillomata. Careful examination of the entire patient, with chest 
x-rays, blood and urine examinations, and a thorough examination of the full 
length of both cords by mirror or direct laryngoscopy is necessary to establish a 
diagnosis. In the acute processes, antibiotic and chemotherapy are essential, 
together with a high humidity atmosphere and, if possible, voice rest. In the 
chronic conditions, voice correction therapy is of great value. In papilloma of the 
larynx, endoscopic removal is the procedure of choice though occasionally trache- 
otomy is necessary. X-ray therapy is mentioned to condemn it and to point out 
the serious dangers of its use. 

In the school age child, hoarseness, like the hearing problem, needs the complete 
understanding of both the parents and the teacher. Early recognition and careful 
management may avoid permanent vocal cord damage.— Author's abstract. 


58. Ertramedullary Plasma Cell Tumors of the Nose, Pharyns and Laryns: A Case 
Report. noserr &. PRIEST, Minneapolis, Minn. Laryngoscope 62:277-83, 
March 1952. 


This report presents a case of multiple plasma cell tumors of the nose, naso- 
pharynx, oropharynx, hypopharynx, and larynx. Plasma cell tumors occur quite 
frequently in the bone marrow, constituting one of the histologic types of multiple 
myeloma, according to Hellwig. These tumors are adequately discussed in general 
textbooks, but the extramedullary tumors usually reported as single cases are much 
more rare and are less understood, 

It seems from a review of published papers that plasma cell tumors occur as: 
(1) noncancerous single tumors; (2) noncancerous multiple tumors; (3) cancerous 
tumors without metastases, and (4) cancerous tumors with metastases in the 
lymph nodes. The case reported here seems to fall into the group of noncancerous 
multiple tumors. 

The physician is hard put at times to know the correct treatment in a case of 
plasmocytoma. Quoting Hellwig: “The gloomy outlook of some authors, who re- 
gard extramedullary plasma cell tumors as fundamentally the same as multiple 
myeloma, is as unjustified as the opposite view that these tumors are, as a rule, 
noncancerous processes. If plasma cell tumors are observed for many years, it 
becomes apparent that as a rule they begin as localized lesions in mucous mem- 
branes. This clinically noncancerous phase may persist for a long time, sometimes 
for 10 years or more, but ultimately, without change in histologic character, the 
process tends to become generalized. Whether or not the dissemination, when it 
does occur, is the result of metastasis or of multicentric origin of the neoplasm 
cannot always be stated with certainty.” 

As Costen says, “These are good examples of the paradoxical nature of every 
set of facts regarding plasmocytoma and multiple myeloma.” — 11 references. 
1 figures. 
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59. The Repair of Secondary Cleft Lip and Nasal Deformily. rREDERICK A. FIGI, 
Rochester, Minn. J. Internat. Coll. Surgeons 17:297-305, March 1952. 


Secondary cleft lip and nasal deformities occur in a high percentage of cases 
regardless of the skill and care with which primary repair is done. A review is 
presented of the procedures that the author has found most effective for their 
correction. The reader is referred to the original article for a more detailed de- 
scription including illustrations of these procedures. 8 figures.-Author’s abstract. 


LARYNX 


60. Malignant Melanoma of the Laryne. Jjoun LoUGHEAD, Poplar Bluff, Mo. 
Ann. Otol., Rhin. & Laryng. 67:154-58, Mareh 1952. 


Malignant tumors of the larynx other than carcinoma are rare. Metastasis to 
the larynx from malignant tumors in other parts of the body are almost unknown, 

\ 68 year old white male with primary malignant melanoma of the skin of the 
back and widespread metastasis was found to have a pedunculated metastasis to 
the left true cord. 

A search of the world literature from 1916 through 1951 revealed 2 cases of 
malignant melanoma involving the larynx. 2 references. 2 figures. -Author’s 
abstract, 


61. Antimicrobial Therapy of Laryngeal Tuberculosis. LiNpeNn J. WALLNER, Chi- 
cago, Ill Eye, Ear, Nose & Throat Monthly 37:25-29, January 1952. 


Tuberculosis of the larynx is one of the latest diseases apparently conquered by 
specific therapy. The poor results of treatment heretofore are well known. Figi 
and Hinshaw reported the beneficial results of streptomycin in 4 cases of laryngeal 
tuberculosis in 1916. Their results have been confirmed by a number of observers, 
and the treatment and prognosis of this disease have been completely revolutionized. 

The larynx becomes involved secondary to the pulmonary disease, and indicates 
a breakdown in the patients’ resistance to tuberculosis. The treatment of the le- 
sions in the lungs is of primary importance. The patient should be under the general 
care of a chest physician experienced in the modern therapy of pulmonary tubercu- 
losis. 

Of the available drugs, streptomycin is the most important and widely used. The 
usual dosage is | Gm. per day. ‘Toxic effects on the eighth nerve may occur. The 
organisms readily develop resistance to streptomycin. Para-aminosalicylic acid 
(PAS) is also widely used, the dosage being 12 Gm. per day. It is relatively non- 


toxic. Used with streptomycin, PAS seems to delay the development of resistance 
to the former, allowing therapy for prolonged intervals. This combined therapy is 
the most common schedule at present; 12 Gm. of PAS is given daily, and 1 Gm, 
streptomycin or dihydrostreptomycin is given twice weekly. 

The results of therapy were evaluated by noting the effects on the subjective 
complaints of pain and hoarseness, and on the objective appearance of the larynx. 
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One hundred and sixty-six patients were studied. About 50 per cent of them had 
complained of pain. All but two were completely relieved of pain, usually within 
a week or ten days. Marked improvement of the voice was noted in a majority of 
the patients. Eighty to ninety per cent of the patients treated with streptomycin 
or PAS had objective improvement. Ulceration healed, edema disappeared, in- 
filtration lessened. In some, the larynx returned to its normal appearance. More 
commonly, there were residual changes such as thickening and hyperemia, but the 
disease remained inactive or quiescent. The use of Thiosemicarbarzone (TB1L) was 
disappointing. ACTH and cortisone were found to be of no value in 6 cases of laryn- 
geal tuberculosis. 

With these new drugs it is possible to cure or improve the laryngeal complication 
so that it is not an added handicap to the prospects of recovery. Antimicrobial 
therapy can be expected to remove the larynx from the picture, to allow the cure of 
the chest disease by other means of therapy. The prognosis becomes that of the 
pulmonary condition alone, rather than the poorer one of pulmonary tuberculosis 
with laryngeal involvement. 17 ‘references. 7 figures.—Author’s abstract. 


bronchology 


62. Bronchoscopic Problems in the Newborn. PAUL H. HOLINGER AND KENNETH ©, 
JOHNSTON, Chicago, Hlinois M. J. 107:68-71, February 1952. 


Bronchoscopy in newborn infants is often necessary to determine the cause of 
respiratory tract obstruction and to initiate treatment, such as the aspiration of 
secretions. However, when a bronchoscopic examination is necessary, other more 
severe pathology is frequently present. This pathology is often a congenital anom- 
aly of the air of food passages. 

A brief, rapid inspection may indicate the source of the obstruction. A muflled 
type of cry suggests that the obstruction is in the pharynx and may be due to a 
thyroglossal duct cyst or even a choanal atresia. Hf the effort at crying is lusty, 
and yet the cry is hoarse, squeaky, or absent, the obstruction is probably in the 
larynx and may be due to a web or cyst of the larynx or to a foreign body. In the 
infant who shows obvious signs of bilateral respiratory and pulmonary obstruction, 
but in whom there is a fairly clear cry, the obstruction will be found to be due to a 
lesion of the trachea, such as a web, a compression, or a tracheomalacia. Uni- 
lateral obstruction with rales, rhonchi, and obstructive emphysema or atelectasis of 
one lung or a lobe of a lung, suggests the presence of a web, congenital atelectasis, 
bronchial cysts, or a cardiovascular anomaly. If symptoms of respiratory obstruc- 
tion are associated with feeding, the esophagus may be suspected as the cause of 
the aspiration of fluid. Such lesions as congenital esophageal atresia, with or with- 
out a tracheoesophageal fistula, or a tracheoesophageal fistula without atresia, 
should be considered. 

An x-ray is absolutely essential in establishing the diagnosis; a pneumothorax, a 
lung cyst, or even a foreign body may be present, and this must be determined prior 
to any endoseopic procedure. 
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Pedestal-Base 


Mounted... 


This was the table featured at 


“The Congress” in Cincinnati. 


INCORPORATES AN “AMERICAN” 
ENGINEERED INNOVATION 


A new universal type socket, operat- 


ing by one master control, permits for 
the first time on any surgical or ob- 
stetrical table both INWARD as well 
as outward lateral adjustment of the 
leg-holder post. Leg-holding may now 
be attained by the fastest, simplest 


and most precise method known, 


Model 500 features HEAD-END CONTROL throughout 


+». including lowering and withdrawing of Foot Section of table-top by 
CRANK CONTROL—|the crank handles being conveniently placed on both 


ALTERNATE MODEL 400-8 sides of Table at head end. 

This popular model, without pedestal base From a sitting or standing position, the anesthetist or nurse at head end 
and hydraulic lift system, offers all other of Table is able to maintain finger-tip control of (1) Hydraulic lift system 
ee Se (2) Head and body sections (3) Recessable foot section (4) Ether screen 
FOOT SECTION that may be conveniently | and shoulder braces (5) Trendelenberg angles (6) Floor locks operating 


controlled by nurse from either side of simultaneously by a single foot pedal. 
Table at head end, sities 
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